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As far in the past as 1759, Dr. Samuel Johnson in 
his classic essay, “Rasselas, Prince of Abyssinia,” 
caused the Prince to exclaim: “Why does this man 
thus intrude upon me; shall I be never suffered to 
forget these lectures which pleased only while they 
were new, and to become new again, must be for- 
gotten ?” 

Later on in this prophetic idyl, the Prince tells the 
artisan, who thinks he knows how to fly and desires 
the secret to be held only by the Prince and himself, 
“Why should you envy others so great an advantage ? 
All skill ought to be exerted for universal good; 
every man has owed much to others and ought to re- 
pay the kindness that he has received.” 

In another chapter, Imlac, the philosopher, ad- 
monishes Rasselas: “Be not too hasty to trust or to 
admire the teachers of morality; they discourse like 
angels but they live like men.” 

The above quotations have been taken as my text 
and if they were true a century ago, how must they 
impress today, coming weighted with the emphasis 
of years of experience. 

Some years ago, when I had the honor to read the 
annual essay on “The Progress of Obstetrics”, I 
said that there was nothing new under the sun and 
that the delivery of a babe might be compared to the 
old idea of transportation by rail. This time I wish 
to impress you with the fact that there is really some- 
thirg new and that the railroad train has been super- 
seded by the record breaking aeroplane. 


The first thing that flashes upon the astonished 
vision of the old-fashioned and conservative obstet- 
tician is the number of speed artists and painless 
operators who are invading the field of obstetrics 
with their dangerous and uncertain maneuvers. One 
of the most able lawyers of this city recently referred 
to certain types of specialists as, “Ready to wear 
specialists”. He has promised to come and give a 
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layman’s impression of specialists at a future date. 

In the past, it was customary to expect that a 
physician would devote at least ten years of his life 
to the ordinary practice of medicine before present- 
ing himself to the public and the profession as one 
specially skilled in one or more branches of the art 
of medicine. For a young doctor to announce him- 
self as a specialist immediately after finishing his 
intern year, is an injustice to himself and an impert- 
inence to the profession and the public. 

In a recent publication G. C. Mosher says: “That 
obstetrics has been slow in gaining the dignity and 
importance which it should be accorded, is little to 
be wondered at, since birth is a process of nature.” 

One of our recent speakers asserted that ninety- 
nine women out of one hundred could be confined 
without the aid of an obstetrician, if we but knew 
which one of them was the hundredth. Mosher says: 
“Indeed the term midwifery bears a burden of re- 
proach, recognizing as it does the survival of the 
primitive practice which left the management of 
labor in the hands of ignorant well-intentioned wo- 
men. He believes: “Never was a greater oppor- 
tunity offered for service than is before us today. 
if we will demand certain definite qualifications fo 
ourselves which will meet the necessity of better 
technic in labor, an evolution which will develop tl 
ideal obstetrician.” 

Some years ago I said that obstetrics is a concrete 
art. It consists of that part of each separate branch 
of medicine which may apply to the successful man- 
agement of conception, gestation, parturition and 
puerperium. One cannot know which one of the 
special divisions of medicine he can best avail him- 
self of in an obstetrical emergency, unless he has paid 
special attention to the art of midwifery. 

Hirst defines obstetrics as that branch of medicine 
which treats of the physiology and pathology of con- 
ception, gestation, parturition and the puerperium 
with all the complications and pathological conse- 
quences of the child-bearing act in all periods. It 
means therefore the study of all the diseases peculiar 
to women. If one will analyze this definition, he will 
be impressed with the far-reaching importance of the 
study of midwifery. He must conclude that to be a 
successful obstetrician, one must be versed in medi- 
cine, surgery, gynecology, orthopedics, anatomy, 
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physiology and all the like branches and must know 
when to apply the principles peculiar to each branch. 
In fact, no branch of medicine can be more peculiar- 
ly a concrete art. 

In his latest paper Mosher says: “The obstetrician 
must be a trained physician and the obstetrician is 
the one man in medicine who must be universally 
qualified.” 

Talbot says: “The principle involved in producing 
a new individual is the most severe physiological 
. function test which the human system has to endure. 
Every metabolic organ is called into play in preg- 
nancy. The whole system of the woman is there- 
fore undergoing a constantly increasing strain until 
the fetus is matured and thrown off.” 

I wonder what is wrong with the teachers of ob- 
stetrics in the colleges, that interns do not take any 
interest in obstetrics. Dr. Hillis confirms my own 
observation that interns pay little or no attention to 
this service. The hospitals relegate obstetrics to the 
background; surgery is the whole thing. 

In one of the hospitals in which I work, the super- 
intendent is highly rabid over the rules of the Ameri- 
can College of Surgeons. In this hospital is an ex- 
tensive laboratory for which every patient is assessed 
a fee. There is a complete record room under the 
supervision of a high salaried woman, and yet I have 
seen the interns leave the autopsy room, after dab- 
bling in the abdomen of a patient who died of septic 
peritonitis, and go directly to the delivery room and 
care for a charity patient. Don’t you think poor 
Semmelweis would turn in his grave if he could see 
this? Verily, “They discourse like angels, but they 
live like men.” “They seek in the distance that 
which is before their eyes and could be readily ob- 
served if they would but lower their vision to a rea- 
sonable focus.” 

In view of the above, how can any doctor comply 
with these essentials if he poses as an obstetric spe- 
cialist as soon as he is out of his college swaddling 
‘clothes, without any experience in the general prac- 
tice of medicine? 

You noted that Mosher referred to the midwife 
as, “an ignorant, well-intentioned woman.” In his 
report to the American Association of Obstetricians 
at its recent meeting he gave statistics that are ter- 
rible to contemplate. Think of sixteen thousand 
women dying in labor each year! Seventy-five hun- 
dred of these die of puerperal sepsis! He says, 
“We must eliminate the midwife as the chief source 
of sepsis in childbirth. Many patients fail to consult 
a physician early in pregnancy. As a result toxemia 
gains a start, which results in eclampsia, which in- 


telligent supervision might have prevented. Counsel, 


when called, is too frequently a young surgeon whose 
only idea is delivery by Cesarean section.” He con- 
tinues, “The midwife is not the menace she formerly 
was.” Yet he admits that the mortality in obstetrics 
has not decreased in twenty years. 

Let me refer again to my noble friend, the Prince 
of Abyssinia. The Prince says to Imlac, the phil- 
osopher, “I am unwilling to doubt thy veracity, yet 
inconsistencies cannot both be true.” Imlac answer- 
ed: “Inconsistencies cannot both be right, but, im- 
puted to me, they may both be true.” “Yet diversity 
is not inconsistency.” 

Those of you who were fortunate enough to read 
the report of Dr. Levy of the New Jersey committee 
must have been astounded at the statistics he pre- 
sented. He showed conclusively that the cities hav- 
ing the most midwives had the least mortality and 
morbidity, while those in which the midwives are de- 
creasing, show a corresponding increase in sepsis and 
death. I am inclined to agree with Imlac. 

And now comes Vander Veer, a noted and con- 
servative obstetrician, who says: “As far as statistics 
are available, midwives make a better showing than 
the ordinary practitioner, which may be explained 
in two ways: (1) The general practitioner is usually 
in a hurry when attending a confinement case, makes 
frequent and unnecessary vaginal examinations with 
the resultant increase in the chances of infection. 
The midwife is content to sit patiently by and let 
nature perform her part, making few examinations 
and consequently with a good deal less chance of in- 
fecting the woman in labor. (2) The midwife in 
the great majority of cases attends only the normal 
confinement, sending for the physician when anything 
abnormal occurs, with the result that, if anything 
goes wrong, the physician is charged on the records 
with the maternal death and not the midwife to 
whom, in many cases, it should be attributed.” 

Levy in his report proves that, if a case is re- 
ferred to the physician by a midwife and the patient 
dies, the midwife is blamed even if the death can be 
directly traced to injudicious meddling on the part 
of the physician or to neglect on his part. Verily, 
“Inconsistencies cannot both be right, but imputed to 
some physicians they may both be true.” And the 
mortality has not decreased in twenty ‘years. 

I must agree with Mosher when he says: “The 
ideal obstetrician must set his face against all ex- 
pedients. to shorten labor, unless scientifically indicat- 
ed. Not only are forceps to be condemned when 
improperly used, but under this category should also 
be included the indiscriminate use of pituitrin and 
version and Cesarean section. The ideal obstetrician 
must be progressive without being radical. He must 
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respect the value of his own services, as no special 
surgery is so ill paid as obstetrics,” But, “They dis- 
course like angels, but they live like men.” 

This brings us to the consideration of the two 
most talked about subjects presented before local 
medical societies at this time, pituitrin and version. 


I still adhere to the belief that pituitrin is the 
greatest addition to our obstetrical armamentarium 
in recent years. Naturally an ax in the hands of a 
fool is a dangerous weapon, but an ax is the greatest 
tool in the blazing of the trails of civilization. If 
judiciously used for moral reasons, pituitrin will 
never disappoint us or cause rupture of the uterus 
or kill the child. Tate in a recent paper says, ‘“Pitui- 
trin must be used in selected cases ; never in a patient 
with rheumatism or heart lesion.” He calls it a boon 
to motherhood. He says: “Criticism without com- 
plete histories of pertinent facts is of little value 
from a statistical standpoint, and leaves those seeking 
enlightenment in the same position as before perusing 
the report.” J never saw a case of rupture of the 
uterus resulting from the use of pituitrin, even if 
given injudiciously. I have seen it overcome syn- 
cope and hemorrhage and save lives. Whenever 
someone tells you how dangerous pituitrin is, how it 
kills babies, etc., just ask them to refer you to such a 
case, ask them if they have the facts and know 
whether it was used as it should have been. Imlac 
says, “Example is always more efficacious than pre- 
cept.” 

I trust I do not bore you by my frequent refer- 
ences to Rasselas, but I feel that there is so much 
philosophy in that essay that I cannot resist apply- 
ing some of it to our discussion. Again Imlac says: 
“When the eye or the imagination is struck with 
any uncommon work, the next transition of an active 
mind is to the means by which it was performed. 
Here begins the true use of such contemplation, we 
enlarge our comprehension’ by new ideas, and _per- 
haps recover some art lost :to mankind, or learn what 
is less perfectly known in our own country., At least 
we compare our own with former times, and either 


rejoice at our improvements, or, what is the first 


motion toward good, discover our defects.” “To 
know anything we must know its effects; to see men 
we must see their works, that we may learn what 


teason has dictated, or passion has incited, and find 


what are the most powerful motives of action. To 
judge rightly of the present, we must oppose it to the 
past; for all judgment is comparative, and of the 
future nothing can be known.” 

Some years ago at a meeting of the American As- 


sociation of Obstetricians, I saw Potter ‘humiliated, 


laughed at and called a liar when he read his first 
paper on version. They refused to publish his paper 
in the annual report of the association. The next 
year he came back with greater statistics and again 
was judged, without having seen his work. A third 
time he came before this forum and challenged them 
to appoint a committee to come to Buffalo and ob- 
serve his technic. A committee, consisting of Ross 
McPherson, the late Gustav Zinke, and one other, 
journeyed to Buffalo and spent long enough time to 
be convinced that Potter was telling the truth about 
his work. At the next meeting of the association 
they each told of their visit and of their respect and 
admiration for his work. Then they published his 
paper. Verily, “to see men is to see their work.” 
But what of his results? “To know anything we 
must know its effects,” says Imlac. 

A review of a thousand unselected cases taken 
from the records of Grant Hospital, consecutively as 
they appear on the birth list, shows the results to be 
far better than those offered by Potter. When one 
stops to consider that our cases were delivered by 
all manner of obstetricians, some without a physi- 
cian being present, some by interns; that some of 
these cases presented dead babies when they entered 
the hospital; that some of them had been brutally 
manhandled before coming to the hospital; that part 
of these patients were delivered during the flu epi- 
demic, it seems that the less radical methods show 
better effects. Yes, our women suffered more pain 
at the time of delivery, but I am convinced that those 
who lost their babies in the service of Potter suffered 
more mental anguish. 

The technic of the Potter version has been pub- 
lished so often and his statistics have appeared at 
such frequent intervals that I shall omit them in this 
review. Suffice it to say that in certain selected 
cases where version ts clearly indicated, I think the 
technic employed by Potter is unique and efficacious, 
but to say that every parturient is a candidate for ver- 
sion is as silly as to prescribe Cesarean section for 
all mothers and a lot more dangerous. 

The next important subject which I believe will 
interest you at this time is pregnancy complicated by 
tuberculosis either of the lungs or other part of the 
body. 

A most careful review of all the available ik: 
stracts of recent articles referring to tuberculosis 
complicating pregnancy confirms my belief that: (1) 
Tuberculous persons should be forbidden to marry, 
even at the expense of morality; (2) if they marry, 
they should not allow pregnancy to occur; (3) if 
pregnancy occurs, the conception should be destroy- 
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ed. You see I have laid myself open to a tremendous 
attack from the church, the profession and the up- 
lift workers, but I believe that it is the consensus of 
medical opinion that the above conclusions are prac- 
tical. In any event, the child of a tuberculous mother 
should not be allowed to nurse. I will not go into 
the details which caused me to form this opinion, as 
that would make an essay in itself. 

The method of producing the abortion is worthy 
of some note. I agree with Dr. J. F. Baldwin that, 
if an abortion is produced, a hysterectomy should be 
performed at the same time. The paper presented 
by Dr. Baldwin before the Columbus Academy of 
Medicine, and recently published, set forth most 
powerful argument for the operation. 

When we contemplate what we should do for pa- 
tients with tuberculosis of bone complicating preg- 
nancy we have a more difficult question to decide. I 


do not know the effect of bone tuberculosis upon 


pregnancy, nor the effect of pregnancy upon bone 
tuberculosis. I think you will agree with me when I 
say that no one else knows very much about it. Re- 
cently a pregnant patient suffering with active tuber- 
culous spinal trouble was referred to me. I was in 
a quandry as to what to do in such a case. I wrote 
to the leading obstetricians of the country and also 
consulted the most prominent obstetricians and in- 
terns of this city. The opinions of these men were 
almost evenly divided for and against abortion. De 
Lee has not seen a case of active bone tuberculosis 
complicating pregnancy in sixty thousand pregnan- 
cies. Other men of! great reputation could offer me 
no practical advice, so I am allowing the woman to 
go through pregnancy and trusting that the Lord 
will deal gently with me if my judgment has erred. 
The treatment of puerperal sepsis has not changed 
in the last decade. Some of the more radical sur- 
geons have advanced methods of treatment which, 
in my opinion, deserve to be most carefully consid- 
ered before being used. When some of our most 
brilliant surgeons present papers advising hysterec- 
tomy for the cure of puerperal sepsis, I am reminded 
of a passage in Rasselas when the astronomer says 
to Imlac, “I have long considered thy friendship as 
the greatest blessing of my life.” Also to the ex- 
pression of Imlac in answer, where he says, “Your 
virtue, and learning, may justly give you hope.” 
But at the same time I must garble the classic by 
transposing from another chapter the statement of 
the astronomer where he says: “One day as I was 
looking on the fields withering with heat, I felt in 
my mind a certain wish that I could send rain on 
the southern mountains, and raise the Nile to an in- 


undation. In the hurry of my imagination I com- 
manded the rain to fall, and by comparing the time 
of my command with that of the inundation, I found 
that the clouds had listened to my lips.” 

“Might not some other cause”, said the listener, 
“produce this concurrence? The Nile does not al- 
ways rise on the same day?” Might not their septic 
puerpera get well without such radical treatment? 
Some of us who use more kindly methods of treat- 
ment save our patients and preserve for them the ma- 
chinery necessary for future child-bearing. Verily, 
gentlemen, ““The Nile does not always rise on the 
same day.” 

As to syphilis complicating pregnancy we are near- 
ly all agreed that if the woman can carry the child 
to term, which she rarely does, she may be treated 
during gestation and the child can be treated after 
birth. Personally, I think we would be justified in 
aborting all syphilitic mothers, but such is not the 
consensus of medical opinion. 

Nervous diseases appearing during gestation or the 
puerperium cause us much worry and anxiety. I 
am convinced that few of these conditions arise pri- 
marily, and per se, the result of pregnancy. I think 
that such disorders might have existed previous to 
conception and are merely exaggerated or empha- 
sized at such times. 

That this is no new discovery, is realized when I 
again quote the learned philosopher Imlac, who says: 
“Disorders of the intellect happen much more often 
than superficial observers will easily believe. Per- 
haps, if we speak with rigorous exactness, no human 
mind is in its right state. All power of fancy over 
reason is a degree of insanity; but while this power 
is such as we can control and repress, it is not visi- 
ble to others, nor considered as any depravation of 
the mental faculties: it is not pronounced madness, 
but when it becomes ungovernable, and apparently 
influences speech or action.” This classic disserta- 
tion written over one hundred years ago, will, I think. 
define what I have said above. 

I wish to make an allusion to a rather unpleasant 
disorder which we are seeing almost daily in our 
local hospitals. I refer to a skin disease affecting 
new born babies. It is called pemphigus by some, 
and various other names by others. Several deaths 
have occurred. I think some advance might be made 
if our dermatologists and bacteriologists would, dur- 
ing the coming year, discover the exact nature of 
this infection and a definite means of prevention. 
Then it will be up to the obstetricians to see that the 
measures advised by these investigators are carried 
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out in the maternity department of the various hos- 
pitals. 

Direct transfusion of blood into parturients who 
have suffered great hemorrhage is becoming more 
popular as we observe its application and beneficial 
effects. I cannot assume all the enthusiasm shown 
by some of our “transfusers,” but that is no reason 
for disregarding the good to be secured if we use 
transfusion in a correct and scientific manner. 

A good deal has been said about the use of +«-ray 
in the diagnosis of pregnancy. If it is not impolite 
to paraphrase, let me say: “Ye who listen with cred- 
ulity to the whispers of fancy, and pursue with 
eagerness the phantoms of hope;” attend to the ex- 
perience of Dr. Bowen and myself. Some years ago, 
at the time the great Murphy was working on this 
subject, we made rather extensive experiments along 
these lines. Our results were negative for the early 
stages, when most to be desired for diagnosis, and 
I see no reason for thinking that others have been 
more successful. 

The old discussion relative to the treatment of 
eclampsia and placenta previa goes on with the 
same fervor as of yore. The results are about the 
same. There is really nothing new to report and 
these subjects are perennially presented for your 
edification at the meetings of the Academy of Medi- 
cine. 

The same can be said of Cesarean section. In the 
small towns, where there are no expert consultants 
in obstetrics, I find the records show an undue num- 
ber of Cesarean sections. I refer to the death rec- 
ords. In Massachusetts, DeNormandie shows that 
“one in every seventy-eight pregnant women is Ces- 
areanized.” “ Potter performs the operation upon 
one in every fourteen deliveries.” Between these 
two reports is a great diversity of figures. In the 
cities, where we have a lot of real and pseudo ob- 
stetricians and surgeons, the choice of method of de- 
livery in complicated cases depends upon the ability 
of the attending obstetrician to pick wisely in the 
matter of a consultant or his efficiency in perform- 
ing the operation. At Grant Hospital we have a rule 
that no Cesarean section may be performed until 
there shall have been a consultation between the at- 
tending surgeon and a member of the consulting ‘ob- 
stetrical staff. In a recent paper DeNormandie ad- 
vises the establishment of such a rule in all hospitals. 
“He who will determine”, says Imlac, “against that 
which he knows because there may be something 
which he knows not; he that can set hypothetical 
possibility against acknowledged certainty, is not to 
be admitted among reasonable beings.” Perhaps this 


applies here. “Let us not,” said the astronomer, 
“too arrogantly limit the Creator’s power.” Nature 
sometimes shows us things, of which we know not. 

The consensus of opinion seems to be that nitrous 
oxid-oxygen anesthesia is not so safe as ether in ob- 
stetrical practice. Personally, I am still old-fashion- 
ed enough to use chloroform, as a rule. If I use ni- 
trous oxid gas, 1 engage the most expert anesthetist 
at hand, and never trust my patients to one of the 
many toy machines in the hands of a nurse or inex- 
perienced intern. If I cannot secure the services of 
an expert, I demand the use of ether or chloroform. 
1 think the patient has a right to every safeguard 
available. 

Some years ago | aroused the most rabid enmity 
of the entire nursing profession by advocating the 
training of nurses for those patients who could not 
pay the high fees recewed by the union nurses. Since 
then the Ohio State Medical Association and other 
state associations have approved of the plan as advo- 
cated by me. The Rockefeller Institute has published 
a voluminous report in advocacy of this plan. The 
journals have been full of this subject and only last 
year, while returning from Europe, I purchased a 
British newspaper at Plymouth and was amazed to 
find a partial reprint of one of my papers therein. 1 
think we will soon see the fruition of plans to se- 
cure nursing attention for the non-rich. I might add 
that, while we have not kissed, the nurses and I have 
made up and are again on speaking terms. 

The Sheppard-Towner Law has been accepted by 
our state, but | feel that I can assure you that it is 
almost as harmless as a nursing babe. The expres- 
sion nursing is used advisedly. 

I might go on and on expatiating upon the new 
and the old in obstetrics, quarreling with some and 
agreeing with others of my colleagues, but the pur- 
pose of this essay is to present the progress of ob- 
stetrics, and I must close before the failure of my 
efforts becomes too apparent. It is unique that the 
medical profession has always quarreled and agreed, 
yet has ever given of itself for the benefit of man- 
kind. What we profess to have discovered today is 
later shown to be but progress along the lines laid 
down by those who went before. I have told you 
nothing new, but I trust that the effort has perhaps 
caused you to renew your consideration of time- 
worn subjects, even if they must be new to be pleas- 
ing and forgotten to be new again. 

The profession is wont to chafe under the yoke of 
small fees, long hours and unpleasant duties. In 
answer to this, I conclude by again quoting from 
Rasselas, who says: “I could not forbear to reproach 
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myself with impatience when I saw the monks of 
St. Anthony support without complaint a life, not of 
uniform delight, but uniform hardship.” 

“Those men,” answered Imlac, “ are less wretched 
in their silent convent than the Abyssinian princes in 
their prison of pleasure. Whatever is done by the 
monks is incited by an adequate and reasonable mo- 
tive. Their labor supplies them with necessaries; it 
therefore cannot be omitted, and is certainly reward- 
ed. Their devotion prepares them for another state, 
and reminds them of its approach while it fits them 
for it. Their time is regularly distributed; one duty 
succeeds another, so that they are not left open to the 
distraction of unguided choice, nor lost in the shades 
of listless inactivity. There is a certain task to be 
performed at an appropriated hour; their toils are 
cheerful because they consider them acts of piety, by 
which they are always advancing towards endless 
felicity.” 

If, after a certain period of contemplation, you are 
in accord with what I have presented this evening 
and have become satisfied that obstetrics has really 
progressed, let me recommend that you digest this 
final quotation from Rasselas: “Let us not add to the 
other evils of life, the bitterness of controversy, nor 
endeavor to vie with each other in subtleties of argu- 
ment. We are employed in a search of which both 
are equally to enjoy the success, or suffer by the mis- 
carriage. It is therefore fit that we assist each 
other.” 

121 SouTtH S1xTH St. 


UTERINE SYPHILIS: REPORT OF TWO 
CASES OF LUETIC METRORRHAGIA, 
AND REVIEW OF THE LITERATURE. 
J. T. WinDELL, M.D., F.A.C.S., 


LouIsvitte, Ky. 


The spirochztz pallida may avidiously attack 
every organ, tissue or structure embraced within 
the human economy, and the uterus and its ad- 
nexa are not exempt. Until comparatively recent 
years, however, the strange impression prevailed 
that the endometrium was immune to spirochetal 
invasion; that such impression was erroneous 
there is now abundant evidence. 

Fatalities from metrorrhagia occasionally 
noted in former years were invariably attributed 
to causes other than syphilis; and necroscopic 
data were unenlightening insomuch as they re- 
vealed only endometrial edema or tumefaction, 
hyperplasia, and minute hemorrhagic areas, 
lesions which weré attributed to obscure, uncer- 
tain or unknown causative factors. In other 


words, the pathology of uterine or endometrial 
syphilitic involvement was not understood, and 
fatal hemorrhages were ascribed to other and 
perhaps unrelated local or systemic disease. 
Investigation of the literature discloses the in- 
teresting fact that syphilitic uterine invasion ap- 
pears to have been unrecognized until 1836, when 
the following case was recorded (see Robert, 
1848) : 
_A female, 26, had a mild (sluggish) vaginal discharge in 
December, 1836; shortly thereafter left inguinal bubo rup- 
tured spontaneously ; continuous severe hypogastric and loin 
pains; menstruation more frequent and abundant than nor- 
mal; general health failing; patient entered hospital in May, 
1837. Cervix soft, swollen, painful, ulcerated, intensely red, 
exuded muco-pus, bled easily. Rest in bed, tub-baths, emol- 
lient injections, venesections; no relief after three weeks; 
patient admitted exposure to luetic infection. Internal ad- 
ministration of protiodide of mercury, without further local 


treatment, effected cure. The diagnosis of syphilis was thus 
apparently confirmed by the therapeutic test. 


_In 1858, Parker presented the following perti- 
nent observations: The uterus may be the site 
of primary, secondary or tertiary syphilis. 
Chancre may occur on the external portion of the 
cervix, within the os, or deeper in the cervical 
lumen. Primary cervical or uterine lesions are 
probably more frequent than hitherto supposed. 
In the secondary and tertiary stages of lues 
uterine involvement has been noted in more than 
fifty per cent of patients; cervical discharge, 
uterine enlargement, congestion, inflammation, 
ulceration, are characteristic, since such lesions 
are rarely observed in cervico-uterine disease of 
non-syphilitic origin. Moreover, evidence of 
uterine syphilis may remain for years after dis- 
appearance of external signs, and may be the 
source of fetal infection even in females impreg- 
nated by non-syphilitic males. Examination of 
females with confirmed lues is incomplete until 
the cervix and uterus have been carefully investi- 
gated; and any treatment will necessarily be un- 
successful which does not combine topical medi- 
cation with administration of requisite constitu- 
tional remedies. 

The foregoing observations, made nearly one 
hundred years ago, are equally applicable at pres- 
ent, although our knowledge concerning the diag- 
nosis and treatment of syphilis has markedly ad- 
vanced during recent times. Of course in those 
early days nothing was known of the Wasser- 
mann reaction, nor the arsenical compounds now 
so extensively utilized in combatting the protean 
manifestations of syphilis regardless of the or- 
gans or tissues implicated. 

During the last few years several patients with 
excessive metrorrhagia have come under my per- 
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sonal observation. In each the blood Wasser- 
mann reaction was positive and recovery followed 
antisyphilitic medication. In some of them vari- 
ous minor surgical procedures had been per- 
formed by other surgeons without beneficial ef- 
fect, and hysterectomy had been recommended 
as a dernier ressort. This was declined by the 
patients, all of whom were under the age of thirty 
years. Two case records are interpolated for the 
purpose of illustration, all useless and unimpor- 
tant data being omitted. In neither instance 
could a positive history of luetic infection be 
elicited, which was also true of other patients in 
our series. The diagnosis was based upon the 
Wassermann reaction and confirmed, so far as 
this may be possible, by the therapeutic test. In 
the first case the hemorrhage was so extensive 
that the patient almost fatally exsanguinated be- 
fore control was accomplished; in fact, for a time 
it was feared she would perish on the operating 
table. 


CasE I. W. H., aged twenty years, married 
five years, consulted us because of vaginal dis- 
charge and frequent, excessive vaginal hemor- 
rhages. While attempting removal of a mass of 
tenaceous exudate from the cervix and cervical 
canal, an alarming hemorrhage occurred. The 
vagina was packed and the patient was allowed 
to return home. Several days later, the hemor- 
thage apparently being under control, another 
attempt was made to medicate the diseased areas; 
again a violent and alarming hemorrhage ensued 
from very gentle manipulation, and the patient 
was sent to the hospital, where the vagina was 
tightly packed and the hemorrhage for a time 
controlled. 

As no cause for these hemorrhages could be 
ascertained, and owing to-certain other circum- 
stances in connection with the case, it was deem- 
ed wise to determine the blood Wassermann re- 
action. It was found to be two-plus positive, thus 
suggesting syphilitic origin of the metrorrhagia. 
Immediate antisyphilitic treatment was institut- 
ed, i. e., mercurial inunctions and intravenous ad- 
ministration of arsphenamine. Within two weeks 
the hemorrhage ceased, the cervical discharge be- 
came less, and the patient had improved in every 
way. Unfortunately treatment was discontinued 
for about six weeks, when another alarming 
hemorrhage occurred, which had to be controlled 
by vaginal packing. Active antisyphilitic treat- 
ment has since been administered with the result 
that no further hemorrhage has been noted. 


Case II, P. M., aged twenty-two, had been ill for 
nearly three years. She consulted us because of per- 
sistent vaginal hemorrhage. The uterus was normal 
in shape and size and in proper position; the cervix 
was slightly enlarged, eroded, and showed numerous 
bleeding areas. Astringents, antiseptics and hemo- 


statics were employed with varying results for four 
months. 

this young woman was contemplating matrimony 
and was therefore most desirous of obtaining reliet ; 
and all other possibilities of diagnosis having been 
exhausted, a biood Wassermann test was made; the 
result was a two-plus positive reaction. The metror- 
rhagia was theretore considered syphilitic in origin, 
and uninediate antisyphilitic treatmen* was instituted. 
in about two months the hemorrhage ceased and the 
cervix had become smooth and normal in appearance. 


To those writers who have persistently denied the 
occurrence of endometrial syphilitic involvement, 
two cases recorded by Ashby as early as 1888 may be 
sufficiently interesting to cause some retrospection, 
No previous report can be located “of the continua- 
tion of endometrial syphilitic manifestations after 
labor or abortion.” The condition observed was one 
of continued hypertrophy of the glandular elements 
with degeneration and proliferation of epithelial tis- 
sue, which returned again and again after removal, 
evidently due to secondary syphilitic manifestations 


in the endometrium at the placental site. 


(1) Female, aged 24, contracted syphilis soon after mar- 
riage; indurated chancre and mucous patches on vulva and 
labia minora. She became pregnant and aborted at five 
months; placenta removed with curette; hemorrhage con- 
tinued six weeks. On two or three occasions lumps of de- 
generated mucosa and vegetations removed with curette. She 
had constant and profuse hemorrhage, subinvolution, uterine 
pain, general debility. Mercury had been administered with- 
out appreciable improvement. Astringent applications, iodo- 
form, tannin, etc., produced only temporary benefit. Ergot, 
potassium iodide and general tonics given thrice daily. 1m- 
provement began within three months, and five months later 
recovery complete. 

(2) Female, aged 27, became pregnant soon after mar- 
riage and aborted at six months; menorrhagia, metrorrhagia, 
subinvolution. Under local and constitutional treatment 
hemorrhage ceased and other manifestations were checked 
for three years. Six months prior to report menorrhagia 
and metrorrhagia again established and continued despite 
administration of ergot and other ecbolics. Uterus large, 
flabby, relaxed; cervix patulous and eroded, mucosa granu- 
lar and bled profusely when touched. Epithelial tissue and 
vegetations removed by curette. Hemorrhage ceased, but 
despite applications of tannin, glycerine and iodoform, vege- 
tations reformed and curettement again necessary. Potas- 
sium iodide in 15 grain doses given thrice daily, followed 
by recovery. 

In all obstinate and persistent endometrial lesions, 


such as those described, syphilitic origin should be 
suspected. Among the affections most frequently ob- 
served in syphilitic women, according to Neumann, 
is endometritis involving the corpus uteri and also 
the cervix, Clinically syphilitic endometritis cannot 
be differentiated from other forms. In the presence 
of endometritis or any of its manifestations syphilis 
is an aggravating factor. In one case (Letsel) ex- 
treme metrorrhagia had resisted all remedies and 
bleeding ceased only after antisyphilitic treatment. 
The existence of syphilitic endometritis must be ad- 
mitted, and its presence may properly be accepted 
when syphilis is established as the sole etiological fac- 
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tor, and when it yields to antisyphilitic treatment. 
Syphilitic disease of the myometrium, except in com- 
bination with endometritis, has not often been ob- 


served, 

A most exhaustive and elaborate review of the 
entire subject of “Syphilis of the Internal Genital 
Organs in the Female” was published by Gellhorn 
and Ehrenfest in 1916, and before considering the 
later literature there will be presented a few excerpts 
_from their paper dealing especially with metrorrhagia 
of syphilitic origin. 

It has been suggested by Muratow that a large per- 
centage of gynecologic affections may be syphilitic 
in origin ; Ozenne realized that intercurrent syphilitic 
infection may aggravate existing functional disturb- 
ances or inflammatory processes within the genital 
sphere of woman; Siredey advised trial of antiluetic 
treatment before operative intervention in all inflam- 
matory processes involving the uterus and its adnexa, 
provided rest in bed and the usual antiphlogistic 
régime fail to produce improvement. 

Among 147 women with undoubted syphilis of the 
internal genitals, uterine hemorrhage was mentioned 
as the predominant symptom in 57. Hemorrhage is 
usually regarded as the manifestation of uterine 
syphilis, in rarer instances of luetic lesions of the 
ovaries or oviducts. 

Uterine hemorrhage due to syphilis is generally 
characterized in the beginning as menorrhagia, grad- 
ually changing to metrorrhagia, and proving refrac- 
tory to customary modes of treatment. In former 
years cessation of bleeding under antiluetic therapy 
was regarded as sufficient proof of diagnostic ac- 
curacy. However, such diagnoses are gradually be- 
ing eliminated by newer and more precise methods ; 
in syphilis these modern methods are demonstration 
of spirochztz pallida and the Wassermann reaction. 
While it is definitely established that the customary 
antisyphilitic therapy has a decisive effect on certain 
luetic lesions or symptoms, it must not be forgotten 
that arsphenamine, mercury, and potassium iodide 
may also be employed successfully in other and 
non-specific conditions, Therefore, one may not cor- 
rectly say that an etiologically obscure lesion or symp- 
tom must needs be syphilitic because it yields to anti- 
syphilitic treatment. 

Theilhaber ascribed uterine hemorrhage to insuf- 
ficiency of the muscular elements; Anspach to that 
of the elastic tissue in the uterine wall; while Ehren- 
fest assumed anomalies in innervation of the myo- 
metrium. Sclerosis of the uterine vessels has been 
regarded as an etiologic factor, likewise endarteritic 
and periarteritic changes have been adduced to ex- 
plain uterine hemorrhage. “A metrorrhagia resist- 
ing all treatment is a positive sign of latent syphilis 
which has caused endarteritis in the vessels of the 
endometrium” (Spinella). When many other au- 
thors had expressed similar views, the theory of the 
angiosclerotic etiology of syphilitic uterine hemor- 
rhage seemed to have been placed on a firm basis. 
On the contrary, however, there is abundant evidence 


to show that angiosclerosis is not essentially a syphi- 
litic phenomenon, and, in fact, that it has no rela- 
ship to uterine hemorrhage. Pankow noted sclerosis 
of the uterine vessels of many multiparous women; 
Proesser examined microscopically two hundred 
uteri and found some degree of sclerosis in each. In 
some without hemorrhage there was marked angio- 
sclerosis, and in others with only slight sclerotic 
changes there was a history of profuse hemorrhages, 
“Sclerosis of the uterine vessels has nothing to do 
with hemorrhage; it is only a complication of a con- 
dition outside the uterus which is the cause of hemor- 
rhage” (Smith). The oft-made assertion that the 
specific effect of potassium iodide on sclerosed ves- 
sels causes cessation of hemorrhage requires a dif- 
ferent interpretation. The beneficial influence of 
potassium iodide cannot be questioned, but it is not 
due to any direct influence upon the sclerosed uterus. 

Metrorrhagia is not necessarily a syphilitic symp- 
tom, nor can it be explained by any local lesion in 
the uterus; therefore, it cannot be regarded as a 
typical symptom of uterine syphilis. This, of course, 
does not exclude the possibility that in a syphilitic 
bleeding uterus there may be changes in the endome- 
trium, but these are not the cause of hemorrhage. 
Moreover, in the most obstinate cases of obscure 
metrorrhagia the endometrium has often been found 
normal or even atrophic. 

Summary: Syphilis may be the causative factor of 
disturbed menstrual function for various reasons. 
Impairment of general health and disorder in the 
harmonious synergism of all endocrine glands 
through the affection of one, may in the course of a 
luetic infection interfere with normal ovarian ac- 
tivity. 

‘Therefore, in syphilitic patients specific medication 
may correct menorrhagia or metrorrhagia which has 
proved refractory to the customary modes of treat- 
ment. Such prompt therapeutic effect, however, does 
not permit of a diagnosis of luetic processes in the 
uterus or in the ovaries, because uterine lesions prob- 
ably never, and syphilitic ovarian lesions, if actually 
existing, are but rarely, responsible for abnormal 
uterine hemorrhages. 

‘The Wassermann reaction is found positive in 
a very large percentage of patients suffering from 
metrorrhagia. This is not surprising. Leutic women 
through the common complication with gonorrhea 
and as a result of frequent abortions are particularly 
prone to develop gynecological anomalies in which 
irregular uterine hemorrhages represent a predomi- 
nant symptom. 

“We are thoroughly in accord with those writers 
who recommend a trial with specific therapy before 
radical treatment is decided upon for all cases in 
which uterine hemorrhage is not definitely explained 
by local findings’ (Gellhorn and Ehrenfest). 

The authors just mentioned, report 18 personally 


observed cases of syphilis in various stages involv- 
ing the female internal genital organs, and present 
abstracts of 147 others gleaned from the literature, 
thus making a total of 165., In the majority of their 


t 
il 
a 
Si 

a 

p 

t 

ta 

| 
th 
me 
an 
ag 

M 

rh 

da 
fre 

ou 
tite 
str 

ma 
sha 
abc 
tiss 
Int 
fri: 
me 
thu 
thic 

col 
blo 

lial 
| fibr 
rese 

tio 
chr. 

ly 
obli 
bloc 
arez 
B 
first 
trua 

ser 
pers 
fain 
mitt 
blees 
flexe 
pain 
man 
men 


r, 1924 


y phi- 
rela- 
2rosis 
men 
ndred 
h. In 
ngio- 
erotic 
lages, 
to do 
con- 
emor- 
it the 
ves- 
dif- 
e of 
is not 
terus. 
syMp- 
on in 
as a 
ourse, 
hilitic 
Jome- 
rhage. 
yscure 
found 


tor of 
asons. 
in the 
ylands 
eof a 
nm ac- 


cation 
*h has 
treat- 
r, does 
in the 
prob- 
tually 
1ormal 


ive in 

from 
vomen 
orrhea 
sularly 
which 
=domi- 


writers 
before 
ses in 
lained 


sonally 
involv- 
present 
rature, 
£ their 


Vor. XXXVIII, No. 3 


WINDELL-—UTERINE SYPHILIS. 


AMERICAN 57 
TouRNAL OF SURGERY 


- personal cases the Wassermann reaction was four- 


plus and spirochete pallida were demonstrated in 
the lesions. Several patients had both syphilis and 
Neisserian infection. In only a few of their cases 
was metrorrhagia an outstanding feature. In the 
most of them. there was a profuse purulent, muco- 
purulent or sero-sanguineous vaginal discharge. As 
already stated, metrorrhagia was a prominent symp- 
ton in 57 of the 147 cases abstracted from the litera- 
ture. 

Since the date of the foregoing mentioned paper 
there have been recorded in the literature to which I 
have access several additional cases of uterine syph- 
ilis. I have selected some of those in which second- 
ary or tertiary manifestations were exhibited for pre- 
sentation in abstract form. Doubtless other case 
records have appeared which have escaped my notice, 
and I therefore do not claim the following list is com- 
plete. Moreover, cases of primary syphilis, i. e., 
those dealing only with chancre of the internal geni- 
tal organs, are purposely not considered.. To econo- 
mize space all unimportant data have been omitted 
in preparing the abstracts. 


Norris: Female, 36, married at 24; three healthy children, 
three abortions during last three years. Chief complaint 
menorrhagia. Until five years before observation was strong 
and healthy. Infected with syphilis by husband six years 
ago. No history of primary lesion, but typical secondaries 
which disappeared under treatment established diagnosis. 
Mixed treatment administered by family physician. Menor- 
rhagia since last abortion, periods persisting eight to twelve 
days. Usual treatment ineffective, patient greatly weakened 
from hemorrhage; between periods profuse, thin, non-odor- 
ous leucorrhea; dizziness, headache, anemia; no pain, appe- 
tite variable; some constipation. Wassermann reaction 
strongly positive. Cervix normal in size, softer than nor- 
mal, canal patulous, slightly dilated; uterus normal in size, 
shape and position. No evidence of site of primary lesion 
about cervix. Diagnostic curettage; cervical and uterine 
tissues friable, fundus perforated with curette; hysterectomy. 
Intravenous arsphenamine and tonics administered. 

Pathological examination: All uterine tissues soft and 
friable; marked increase in myometrial bloodvessels; myo- 
metrium so soft that walls easily “squeezed through” with 
thumb and finger. Endometrium, histologically, somewhat 
thickened; surface smooth, covered by single layer of high 
columnar cells; superficial layers of stroma infiltrated with 
blood, serum and chronic inflammatory products; subepithie- 
lial hemorrhages; deeper portions of stroma condensed and 
fibrous, many bloodvessels, marked sclerosis. “Specimen 
resembles endometrium the site of chronic, diffuse inflamma- 
tion with marked angiosclerosis.” Myometrium shows 
chronic inflammatory reaction: bloodvessels numerous, great- 
ly enlarged; much endarteritis and periarteritis; complete 
obliteration of vessel lumina in some areas. thrombi in others; 
blood extravasations; lymph spaces dilated; many edematous 
areas. Pathological diagnosis; uterine syphilis. 

Bordarampe: Female, 48, married at 28; three children, 
first dying within year, others twins; one abortion.. Mens- 
trual history normal. Beginning two years prior to ob- 
servation severe metrorrhagia every eight to fifteen days, 


' persisting six to seven days, followed by weakness and 


faintness. Abundant watery vaginal discharge when ad- 
mitted. Examination: cervix softened and edematous, eroded, 
bleeding spontaneously, clots present. Uterus movable, ante- 
flexed, large as two and one-half months pregnancy, not 
painful; walls thickened—fibrous degeneration. Wasser- 
mann reaction positive. Diagnosis: uterine lues. Curette- 
ment; thickened and degenerated mucosa extirpated for 


biopsy. Mucosa histologically showed typical epithelium, 
hyperplasia, edema. Under antisyphilitic treatment (intra- 
venous arsenical preparation, mercury and potassium iodide) 
metrorrhagia soon ceased and uterus became normal in size 
and consistency. 

Watkins: Female, 25, married, failing health for three 
years, complained of loss of strength and uterine hemor- 
rhage. When observed bleeding had persisted four weeks. 
Slight vaginal discharge of many years duration. Separated 
from husband; said he had syphilis. Uterus retroposed, 
twice normal size, fixed. Wassermann reaction positive. No 
history of primary or secondary symptoms except sore 
throat which was probably syphilitic. Celiotomy: peritoneal 
covering of uterus subacutely inflamed, appearance of blis- 
ters over surface; thin, membranous adhesions involve uterus, 
ovaries, oviducts, posterior surfaces of broad ligaments, 
sigmoid, several loops of ileum, and omentum; little cellular 
infiltration, no pus; adhesions not easily separated; no en- 
larged glands noted; appendix showed “catarrhal changes ;” 
entire anterior liver surface seemed adherent to parietal 
peritoneum ; these adhesions not disturbed. Oviducts, corpus 
uteri and appendix excised. Operative recovery uneventful. 
Mercurial inunctions completed cure. 

Handl: Female, 32, married, three still-births, suffered 
pain in right lower abdominal quadrant extending to right 
leg. of several months duration. Pain had become increas- 
ingly severe, especially on standing or walking; used a cane 
and dragged right foot. Anemia and cachectic. Cervix in- 
volved in tumor mass infiltrating right parametrium to pelvic 
wall; mass could not be isolated from side of uterus and 
seemed to enfold ligament; posterior cervical wall also in- 
volved. The following diagnostic possibilities considered : 
carcinomatous infiltration proceeding from cervix, tuberco- 
losis, gumma, intraligamentary myoma or fibroma, sarcomat- 
cus degeneration. Wassermann reaction then negative. 
Celiotomy: operation difficult, but finally completed, diseased 
parts and uterus extirpated. Operative recovery uneventful. 
Pathologic examination showed gummatous infiltration. Was- 
sermann reaction now positive. Antisyphilitic medication 
(arsphenamine, mercury, later potassium iodide) followed 
by complete recovery. Although no spirochetze were demon- 
strated, the histological findings showed a gummatous infiltra- 
tion of portio, cervix, and right parametrium, with typical 
syphilitic endarteritis and mesarteritis. 

Schwartz: Female, 35, married, three normal pregnancies, 
admitted because of vaginal hemorrhage. General health 
had been good. except nervousness due to domestic dis- 
quietude two years previously, when she lost vision of left 
eye. Four years prior to nervous phenomena husband said 
to have contracted “incurable disease.” Menstrual history 
normal, except profuse hemorrhage persisting twenty-one 
days eleven months after twin pregnancy. When observed 
bleeding had been continuous for six weeks. Examination: 
cervix indurated, enlarged, movable; no lateral infiltration 
into broad ligaments; bloody discharge from external os 
which increased on pressure; no tenderness. Uterus en- 
larged, outline regular. not tender, firm, movable. Clinical 
diagnosis: possible malignancy. Uterus and cervical canal 
curetted; piece of tissue removed from posterior cervical lip 
showed inflammatory reaction throughout. Microscopic 
diagnosis: “tuberculosis or gumma.” More tissue removed 
from cervix for guinea-pig injection and staining for 
spirochetze and tubercle bacilli; all experiments negative. 
Wassermann reaction two-plus positive. Notable improve- 
ment followed administration of mercury, potassium iodide 
and arsphenamine. Vaginal discharge ceased, cervix every- 
where covered by normal squamous epithelium. Menstrual 
periods normal; gain in weight; vision in left eye gradually 
returning. 

Gellhorn: Female, 26, clandestine prostitute; was arrested 
while walking with soldier.. Although the Wassermann re- 
action was positive, she claimed to be perfectly well and 
was highly indignant because detained. On close interroga- 
tion she admitted she had a “small sore” on her external 
genitalia three weeks previously, also a burning sensation 
on micturition. She also admitted having one confinement 
seven years ago. There were no-clinical signs of syphilis. 
On left labium minus near clitoris was the remnant of the 
primary lesion,—a whitish nodule beneath which character- 
istic induration .was- palpable. . Inner aspect of both labia 
minora diffusely reddened and a shallow ulceration occupied 
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fossa navicularis, obviously the result of irritating vaginal 
discharge. Uterus retroverted. Right-sided cervical lacera- 
tion with eversion of lips which increased upon introducing 
and spreading bivalve speculum. When thin, grayish excre- 
tion was removed lower third of cervical canal was open to 
view. Anterior and posterior cervical mucosa showed four 
slightly raised patches having finely granular pinkish sur- 
faces with some adjacent discolorations. These areas were 
soft and bled slightly when touched. Excretion from patches 
examined with ultra-microscope, and slides stained according 
to Fontana, revealed spirochete pallida in large numbers. 
Injections of arsphenamine, mercurial inunctions, potassium 
iodide internally. Patient left hospital “in good health, ” but 
unfortunately without further examination. 

Dalche: Female, 42, unmarried, had uncontrollable uterine 
hemorrhage dating from puberty. Tamponade was inef- 
fectual. Menstruation always periodic, but extremely pro- 
fuse. Patient presented signs of menorrhagic chlorosis with 
anemia, erythrocytes less than three million. Genital system 
normal. Author consulted because of “metrorrhagia in the 
course of exophthalmic goiter.” Patient had unmistakable 
hereditary syphilis. Wassermann reaction positive. Metror- 
rhagia not benefited by antisyphilitic treatment. 

Ibid.: Female, 23, metrorrhagia. When 16 slight, painless 
hemorrhages between periods; at 18 flooding more frequent 
and copious; two curettements futile. Uterus normal; in 
each cul-de-sac a mass the size of an almond which disap- 
peared under the finger. Diagnosis, pubertal bilateral men- 
strual ovaritis with ovarian prolapse. The usual remedies 
failed to benefit. Wassermann reaction positive. Novar- 
senobenzol in 15 centigramme doses effected cure “though 
nothing had stopped the flooding in those seven years.” 

Ibid.: Female, 18, married six months, uterine hemorrhage 
“which nothing could stop.” Uterus pubescent with pubertal 
anteflexion; prolapse of left ovary. No sign of recent 
syphilis. _Wassermann reaction positive. Novarsenobenzol 
in 15 centigramme doses caused metrorrhagia to cease almost 
immediately. 

Sosnowski speaks of 87 cases believed clinically to be 
uterine syphilis observed during nine years in a southern 
clinic among 1,500 women, mostly negresses. 'Wassermann 
tests not made and no cases reported in detail. 

Portis: Female, 38, married, admitted because of uterine 
hemorrhage. Eleven pregnancies, six children living, five 
dead, no abortions. Curettement three years previously; one 
child born since. Present attack began two months before, 
hemorrhage continued thirteen days, then ceased for ten 
days. Subsequently metrorrhagia, sometimes very profuse ; 
secondary anemia. Dark fluid blood in vagina. Bilateral 
cervical laceration, posterior lip ulcerated, marked indura- 
tion and thickening of entire cervix, surface finely granular 
on palpation. Uterine fundus smooth, moderately enlarged, 
in retroposition, freely movable. Moderate induration in 
broad ligaments, small, irregular masses palpable to side of 
uterus. Direct observation showed cervix mottled, irregular, 
ulcerated, covered with grayish-red exudate. Clinical diag- 
nosis: cervical carcinoma. Panhysterectomy. Patient re- 
turned seven weeks later with extensive secondary syphilitic 
cutaneous lesions. Wassermann reaction four-plus. Fur- 
ther inquiry elicited fact that husband had primary lesion a 
few months before. Pathological diagnosis: chronic diffuse 
interstitial endometritis, metritis. and parametritis; chronic 
superficial ulcerative endocervicitis; left cystic odphoritis ; 
chronic inflammatory reaction of corpus luteum in left ovary; 
chronic catarrhal salpingitis and peri-salpingitis. Many 
spirochete pallida demonstrated throughout cervical tissue. 
myometrium, corpus luteum of left ovary, and ovarian 
stroma. 


ComMENTs: Despite the prevalence of syphilis, 
says Norris, it is remarkable how seldom the disease 
has been observed in the corpus uteri. The Index of 
the Surgeon General’s Library to 1914 contains but 
thirty-six references, and the Index Medicus shows 
only eight contributions to the subject. The major- 
ity of modern gynecologic text-books either make no 
reference to syphilis of the uterine body, or the sub- 


ject is dismissed with a few sentences. From a clin- 
ical standpoint the question of so-called syphilitic 
hemorrhages is perhaps of the greatest interest. The 
practice of attributing symptoms which disappear 
under antisyphilitic treatment, in patients exhibiting 
a positive Wassermann reaction, to a syphilitic orig- 
in is at least open to scientific doubt. Probably the 
uterine hemorrhage in many cases is properly attri- 
buted to syphilis, but, on ‘the other hand, with a dis- 
ease so common as syphilis, and considering the num- 
erous and often obscure non-syphilitic lesions that 
may cause hemorrhage, it is but reasonable to as- 
sume that combination of these may occur and 
hemorrhage in some instances may be the result of 
disease totally unrelated to luetic infection. 

The clinical diagnosis of luetic uterine involvement 
is seldom made in the early stages of the disease. In 
the majority of instances no history of primary or 
early secondary lesions can be obtained and when 
observed the patient may exhibit no symptoms to 
suggest that the internal genital organs be thorough- 
ly investigated. Local examination in consequence 
may be delayed until supervention of profuse vaginal 
discharge, menorrhagia or metrorrhagia. The Was- 
sermann reaction is then positive and spirochete 
pallida can usually be demonstrated in the infected 
tissues and their excretions. However, the diag- 
nosis of uterine lues seems warranted even where 
no spirachetze are demonstrable when the Wasser- 
mann reaction is positive and clinical signs exist. The 
diagnosis is further confirmed by the therapeutic 
test, i. e., the subsidence of clinical manifestations 
after antisyphilitic treatment. Routine Wassermann 
tests on all women with gynecologic affections would 
probably demonstrate the presence of luetic infection 
in a greater number of instances than hitherto sus- 
pected. It must be remembered that syphilis is not 
infrequently coexistent with other diseases. 

The statement has often appeared in print that 
syphilis is much more prevalent in males than in fe- 
males. It is believed this should be modified to read 
that the diagnosis is oftener made in males than in 
females, the incidence of the disease in the sexes be- 
ing about equal. The primary lesion in males is 
nearly always detected as soon as it appears, whereas 
this is untrue of women; indeed, careful search for 
the initial lesion in the latter may be futile. The 
reasons for this are so obvious and have been so fre- 
quently stated that repetition is unnecessary. Let it 
be remembered, however, that there can be no syphi- 
lis without a previous chancre; in other words, the 
existence of syphilis d’emblee of the French is em- 
phatically denied. 
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The treatment of uterine syphilis has already been 
sufficiently discussed. It differs in no essential re- 
spect from the therapy of luetic infection involving 
other organs and tissues of the body. Rapid sub- 
sidence of symptoms is the rule and the patients are 
at least clinically cured. 
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ACUTE PERFORATION OF GASTRIC AND 
DUODENAL ULCER.* 
AtFrreD H. Noewren, M.D., F.A.CS., 


Surgeon, Deaconess Hospital; Associate Surgeon, Buffalo 
City Hospital. 
Burrato, N. Y. 


There are some subjects that are so important that 
they ought to be reviewed frequently, if only to im- 
press upon us facts that we already know. Acute 
perforation of gastric and duodenal ulcer is such a 
subject, because, this accident may happen to anyone 


at any time, without any previous symptoms, and 


when promptly diagnosed and treated, perforation 
is an absolutely curable condition, but when not diag- 
nosed or not treated properly, it is usually fatal. I 
shall therefore spend most of my time on the diag- 
nosis and treatment; but first a few words about 
the pathology. 


By far the greatest number of ulcers that per- . 


forate are on the anterior surface of the first portion 
of the duodenum or the pyloric portion of the 
stomach close to the pyloric vein. This is a fortu- 
nate situation as far as ease of operative approach 
is concerned, but unfortunate in that proper closure 
is apt to cause stenosis. Other less common situa- 
tions are the lesser curvature, anterior and posterior 
surfaces of the stomach, rarely other portions of the 
duodenum. Of 191 cases gathered from the litera- 
ture, 136 were duodenal and 55 gastric. Of 189 
cases, only 23 were in females, and 166 in males. 
The oldest case I could find recorded was a man of 
79, the youngest a child of 3; the average age was 
35 years. 

The existence of other ulcers besides the one that 


“tee before The New York Physicians’ Association, November 


perforates must be kept in mind. Petrén* reports 
more than one ulcer present in 27% of his cases. 
This is one of the reasons given for doing a gastro- 
enterostomy in every case. Perforation of more 
than one ulcer at the same time is rare, although 
Eliot? has collected 26 such cases. It has been esti- 
mated that 7% of all duodenal and 20% of all gas- 
tric ulcers come to perforation. 


Ulcers that perforate can roughly be divided into 
two large classes, the large chronic type with con- 
siderable infiltration, and the so-called acute type. 
In the former, perforation is caused by a continua- 
tion of the cause that produced the ulcer in the first 
place, by trauma, overdistention of the stomach, or 
possibly, as pointed out by Wilensky,* by some em- 
bolic process in the base of the ulcer. It is these 
ulcers that sometimes perforate slowly, allowing ad- 
hesions to form and wall off the infection. ‘These 
are the ones also that usually give a long history 
before operation and are prone to give symptoms 
after operation. 

The second class, the so-called acute type,.are us- 
ually small in size, punched out in appearance, sur- 
rounded by little or no infiltration, and with little 
tendency to formation of adhesions. Cases that give 
no previous history are always of this type and 
simple closure usually accomplishes a complete cure 
with no symptoms following operation. The cause 


_ of these ulcers is problematical and a discussion of 


this would carry us into the causes of ulcers in gen- 
eral. The theory proposed by Wilensky* seems 
most plausible to me, namely that they are caused 
by a bacterial embolus coming from some focus of 
infection and resemble acute perforation of the ap- 
pendix. This would explain their sudden onset, 
the frequent absence of pre-perforative symptoms, 
and the complete, permanent cure after simple 
closure. It would also explain perforation in the 
absence of any trauma whatever, as, for example, 
in a case of mine in which perforation occurred at 
5 A. M., while the patient was asleep and the stomach 
was empty. That trauma usually is the immediate 
cause is shown by the large number that perforate 
after a heavy meal or during heavy labor causing a 
pull on the weakened wall. Cases are reported of 
perforation in doctors’ offices following passage of 
a stomach tube or an abdominal examination. The 
moral of this is obvious. 

Diagnosis. The prospect of recovery from per- 
foration varies inversely with the length of time 
elapsing before operation is done. A surgeon of 
only moderate skill operating within the first eight 
hours is of infinitely more value to the patient than 
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the most skillful surgeon operating after twenty- 
four hours. The responsibility for the cure there- 
fore rests in large part with the physician who first 
sees the case and if he makes a proper diagnosis, 
he deserves just as much credit for the recovery of 
the patient as the surgeon who operates. Of 60 
cases reported by one writer, only 17 had been cor- 
rectly diagnosed. Of 8 cases admitted to a western 
hospital, not one had been diagnosed before admis- 
sion. 

The diagnosis of perforation is not made by ob- 
serving a large number of symptoms or signs; but 
the few symptoms that are present are so striking 
and definite that a diagnosis in the beginning is not 
difficult. The principal symptom is pain and the 
principal sign is rigidity. 

The pain is characteristically sudden in onset and 
excruciating. It is so severe that the patient at once 
drops any activity in which he is engaged and holds 
himself in a strained, immovable position, fearful of 
increasing the pain by any movement. In one of 
my cases, the patient was standing in a stooped posi- 
tion, and it was impossible to get him to lie down 
in order to be examined. The pain is continuous, 
which differentiates it from the colicky pains of in- 
testinal obstruction or acute indigestion. The pain 
at first is epigastric in its location, usually a little to 
the right of the center. Soon it travels down the 
right side toward the right iliac fossa and that is 
why many of these cases are diagnosed as appendi- 
citis. In fact, after peritonitis has developed, espec- 


ially if there is not a clear history of the onset, it . 


is almost impossible to make a differential diagnosis. 


The second symptom, and that which is most evi- 
dent to the examining physician, is abdominal rigid- 
ity. The abdominal wall is as hard as a board and 
often scaphoid in shape. The rigidity is a little more 
marked in the epigastric region at the beginning, a 
little later along the right side, but it soon becomes 
general. 

These two symptoms, the sudden, excruciating 
pain in the epigastrium and the boardlike rigidity of 
the abdomen, are almost sufficient to make the diag- 
nosis of perforation of a gastric or duodenal ulcer. 

_And when in addition to these there is a history of 
indigestion preceding the attack, there can be no 
doubt about the diagnosis. Of 191 cases collected by 
me, this pre-perforative ulcer history was present 
in 136 cases or about 68%, hence this history can- 
not be relied upon in every case and its absence does 
not preclude the. possibility of perforation. Indeed, 
as already indicated in the introduction of this 
paper, an acute perforation may come out of a clear 


sky, with no warning whatever. But when present, 
as it is in the majority of cases, this history of in- 
digestion is of great aid in making a diagnosis. 

_ Other symptoms that might be expected in such a 
condition are conspicuous by their absence; and 
this fact is another considerable aid in diagnosis. | 
refer especially to the absence of temperature ele- 
vation or increased pulse-rate during the first eight 
to twelve hours after perforation. This is likely to 
deceive the physician into thinking that the condition 
is not a serious one and valuable time may be lost. 
Records of temperature and pulse among my own 
cases are as follows: temperature 98°, pulse 60, four 
hours after perforation; temperature 98°, pulse 76, 
one hour after; temperature 98°, pulse 76, three 
hours after; temperature 99°, pulse 76, five hours 
after ; temperature 98°, pulse 64, four hours after; 
temperature 98°, pulse 96, seven hours after; tem- 
perature 99°, pulse 90, six hours after; temperature 
97.5°, pulse 85, three hours after. 

Other less reliable symptoms are vomiting, dull- 
ness in the flank, and absence of liver dullness. 

Vomiting is not a striking symptom, usually oc- 
curring only a few times. It may be absent alto- 
gether, as in two of our cases. 

Dullness in the flank is confirmatory, but its ab- 
sence does nut exclude. perforation, for it occurs 
only if sufficient stomach contents have leaked into 
the abdomen. When present, it is usually found on 
the right side and shifts with change of position of 
the patient. The longer perforation exists the more 
marked this sign becomes, but of course it should 
never be waited for. | 

Absence of liver-dullness is always mentioned in 
the text-books, but as a matter of fact it seldom 
exists, except in large perforations or very late 
cases. 

To recapitulate, the cardinal symptoms of pet- 
foration of gastric or duodenal ulcer are sudden ex- 
cruciating pain in the epigastrium, accompanied by 
board-like rigidity of the abdominal -wall, usually 


preceded by a period of indigestion. 


The symptoms I have mentioned are well illustrated by 
a recent case. On November 8th Dr. S. telephoned that 
he was sending a case of suppurative appendicitis to the 
hospital and asked me to meet him there at once. In the 
hospital at 6 P. M., the patient, an office clerk of 21, gave 
this history: For the preceding 6 months he had been suf- 
fering with stomach trouble and was distressed by eating, 
but had never stopped work. That day he had had luncheos 
at 12 o’clock and, as usual, was doing his work, which re 
quires no physical strain, and is performed while sitting, 
when, at 4 P. M. he was suddenly seized with a most severt 
pain in the epigastrium, a little to the left of the centef, 
which soon became general, but was a little more marked 
on the lower right side. This pain had persisted withou! 
interruption and was not affected by a hypodermatic injec 
tion of morphine. We found a thin young man holding 
himself in a strained position, his skin dusky and his expres 
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sion anxious. “His abdomen was absolutely board-like ani 
attempts at palpation anywhere were painful. There was 
no dullness in the flanks. He had vomited once. His tem- 
perature was 97.5° and his pulse 85. 

Operation at 7 P. M., 3 hours after the onset of the pain, 
showed perforation of a large indurated ulcer on the an- 
terior wall of the stomach near the pylorus and a moderate 
amount of milky stomach contents in the abdomen. 

Closure was rather difficult on account of the great amount 
of induration, but was accomplished by drawing on the 
stomach wall at a considerable distance from the perfora- 
tion. The abdominal wound was closed without drainage. 

The patient made a perfectly smooth recovery and left 
the hospital on the fifteenth day, feeling better than he 
had ever felt in the preceding six months. He was warned, 
however, to remain under the treatment of his physician for 
at least one year. 


Among the conditions from which perforation must 
be differentiated are acute indigestion, appendicitis, 
cholecystitis, pancreatitis, and intestinal obstruction. 

The pain of acute indigestion usually comes on 
suddenly, commonly in the middle of the night, is 
often epigastric, and generally accompanied by 
vomiting. But the pain is intermittent in character, 
and although the abdomen is held rigid during the 
pains, in the intervals it relaxes and becomes soft. 

Most commonly perforation is confused with ap- 
pendicitis, and to do so is a serious mistake, for it 
means an incision in the lower part of the abdomen, 
and then, if the diagnosis is made, a second one in 
the upper part. In the beginning, the differential 
diagnosis is easy, for the pain of appendicitis, even 
though often beginning in the epigastrium, is lower, 
the tenderness and rigidity are in the right iliac 
fossa, and the temperature and pulse rate are in- 
creased. Later, however, when the leakage has 
reached the right iliac fossa, it becomes much more 
difficult, and after a general peritonitis has been es- 
tablished, it is impossible to differentiate the two 
conditions, unless there is a very clear history of 
the onset. 

Fortunately the other conditions with which per- 
foration may be confused usually also require early 
operation through a high incision, so that no great 
harm is done if the exact diagnosis is not made be- 
fore operation. In acute cholecystitis, the pain is 
farther to the right and the rigidity is more circum- 
scribed. Acute pancreatitis may simulate perfora- 
tion very closely. On opening the abdomen, the 
diagnosis can usually be made, the fluid contents in 
the case of pancreatitis being dark colored and small 
areas of fat nécrosis usually being present in the 
Omentum. Perforation sometimes markedly re- 
sembles intestinal obstruction; in one of our cases 
this diagnosis was first made, but it was corrected 
before operation. 

The treatment of acute perforation, of course, is 
surgical. Without operation, the mortality is prac- 
tically one hundred percent. There are reported 


cases of recovery without operation, but they are the 
exceptions that prove the rule. We are not, how- 
ever, considering the slow chronic perforation with 
formation of adhesions or localized abscess or per- 
foration into another viscus, but only the acute per- 
foration into the free peritoneal cavity. 

This surgical treatment, moreover, should be in- 
stituted as soon as possible. As already indicated, 
the longer the interval between perforation and op- 
eration, the greater the mortality. This is a most 
important fact and it is this that places the burden 
of the case upon the physician who first sees it. Let 
me repeat that the cure of the patient depends less 
on the surgeon’s skill and more on the physician’s 
timely diagnosis. 

When we come to the form and extent of surgical 
treatment advised, we find considerable difference of 
opinion. All agree that the opening should be 
closed, if possible. But some of the points on which 
there is disagreement are: “Should the ulcer be ex-. 
cised, should a gastroentérostomy be done, should 
resection be done, shoild drainage be instituted?” 


Let us first consider simple closure without any 
of the additional steps mentioned. The abdomen is 
opened through an upper right rectus incision. If 
the diagnosis is in doubt as between perforated 
ulcer and appendicitis, a small incision may be made 
on a level with the umbilicus down to the perito- 
neum, the wound filled with water and the perito- 
neum incised. If a perforation exists, gas will us- 
ually bubble up through the wound and the incision 
may then be extended in an upward direction. As 
most of the perforations are on the anterior surface 
of the first portion of the duodenum or pyloric por- 
tion of the stomach, these parts should be inspected 
first. In case there: is difficulty in locating these 
parts, I have found the best and quickest way is to 
follow the gall-bladder to its neck, which lies next 
to the first portion of the duodenum. If the per- 
foration is not found here, then the lesser curvature 
and adjacent stomach wall, and finally the greater 
curvature should be examined. 


(The opening is best closed by a pursestring—or a 
row of interrupted sutures, and buried by a second 
pursestring or row of Lembert sutures, using linen 
or chromic catgut, bringing as much healthy peri- 
toneal surface together as possible without causing 
obstruction. This is sometimes difficult in large or 


indurated ulcers. The omentum may be sewed over 
the wound, often by sewing the greater to the lesser 
omentum.) Any evident stomach contents in the 
peritoneal cavity are wiped away and the wound is 
closed with or without drainage. 
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(This is the simplest and quickest way of dealing 
with these perforations, and, as I shall try to show, 
the most effective in practically all ning 

Let us consider some of the additional operative 
steps advised and practised by various surgeons. 

Excision of the ulcer. This is advised on the 

hypothesis that it removes the ulcer entirely and thus 
avoids any danger of secondary perforation. As a 
matter of fact, in those cases in which secondary 
-operations or autopsies were done some time after 
simple closure, the ulcers were found in almost all 
cases to be perfectly healed. Secondary perfora- 
tions are usually of a coexisting and not the orig- 
inal ulcer. Consequently it seems like poor judg- 
ment to subject the patient to the added risk of an 
excision for a very doubtful benefit. 

Gastro-enterostomy. Here we find a great dif- 
ference of opinion. At one extreme is one well- 
known surgeon advocating this step in every case 
and at the other extreme quite a number who say it 
should never be done at the primary operation. 
Guthrie* recently sent a questionnaire to many 
American abdominal surgeons and classified the 152 
replies as follows: affirmative 22, negative 64, quali- 
fied answers, 63. The reasons given for doing 
gastro-enterostomy are that it overcomes any ob- 
struction caused by infolding of the perforated 
ulcer and effects a cure of the original or any co- 
existant ulcer, thus preventing secondary perfora- 
tion or hemorrhage. 

The danger of obstruction is not as great as it 
seems. Eliot” in some experiments on cats, showed 
that when portions of duodenum were excised up to 
two-thirds of the circumference, and the duodenum 
then sewed up, no obstruction developed, the stomach 
did not become dilated, and the narrowed portion of 
the duodenum later became dilated. 

Neither does gastro-enterostomy always cure the 
original or any co-existing ulcer, to say nothing of 
the danger of jejunal ulcer, which it introduces. 
Thus Maier reports 7 out of 20 relaparotomized cases 
after gastro-enterostomy in which the ulcer had per- 
sisted. McKnight® reports a case of closure with 
gastro-enterostomy followed by a perforation of an 
ulcer of the anterior surface of the stomach and 
later by one of the posterior surface, from which 
the patient died. 

When we consider that perforation is a desperate 
condition in which any prolongation of the opera- 
tion is of most serious consequence; that gastro- 
enterostomy is a procedure of considerable magni- 
tude; that because these are always emergency op- 
erations they are often done by less experienced 


surgeons; that it must usually be done in an infect- 
ed field; that in itself it is prone to later complica- 
tions, such as jejunal ulcer,—when we consider all 
these things, we are forced to the conclusion that 
the patient’s chances of recovery are much better 
without a gastro-enterostomy. The only exceptions 
to this rule would be those cases where the obstruc- 
tion is obviously too great to allow the gases and 
fluid chyme to pass through. 

Furthermore, if the patient continues to suffer 
from symptoms of ulcer, a secondary gastro-enteros- 
tomy or resection can be done later with much more 
safety. In this way we operate for a desperate con- 
dition in two stages, just as we do in other desperate 
conditions, reducing our death-rate considerably. I 
have never had cause to regret the omission of a 
gastro-enterostomy. 

Shall resection be done? This is advocated more 
by European than American surgeons and many 
series of cases are reported in German, French and 
Swiss literature. There is no doubt that resection 
gives the best permanent cure of any of the methods 
considered. By removing not only the ulcer but 
also the entire ulcer-bearing and acid secreting area 
of the stomach, the possibility of the formation of 
another ulcer is almost nil. But the operative mor- 
tality is distinctly greater than with the other methods 
and this objection alone is enough to condemn re- 
section as a routine measure. Thus de Quervain® of 
Switzerland reports a mortality of 6.5% after gastro- 
enterostomy and 7.7% after resection, Hromadar 
and Newman’ of Vienna report 26%, Ulrich® of 
Paris 642% mortality after resection. Cutler and 
Newton® of Boston collected 486 cases of perfora- 
tion with primary mortality as follows: simple 
closure 19.4%, with gastro-enterostomy 24.3%, with 
resection 22.8%. It is very difficult to draw con- 
clusions from statistics in a condition that has so 
many factors affecting the outcome especially the 
time elapsed after perforation and the skill and ex- 
perience of the surgeon. Naturally the most favor- 
able cases would be selected for resection. But it 
seems hardly necessary to prove with statistics the 
statement that resection of half or two-thirds of the 
stomach is more hazardous than closure of a simple 
ulcer. In a careful search of the literature, I could 
find no American surgeon advising resection as)a 
routine in the treatment of perforated gastric or duo- 
denal ulcer. Where there is much induration around 
an ulcer, the stomach is movable, the patient in good 
condition, and the surgeon experienced and con- 
petent to do a resection, this procedure is justified, 
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but as a routine under the usual conditions, it seems 
to me wholly without justification. 

Finsterer, of Vienna, spent a week in Buffalo re- 
cently and we had the opportunity of observing his 
stomach resections under local and splanchnic anes- 
thesia. He resects about two-thirds of the stomach 
in all cases of perforation where there is no periton- 
itis and in the three cases in which lie has used this 
method has had no mortality. In his hands, I be- 


- jieve, resection is justifiable, as it gives the best end- 


results with a low operative mortality. But as he 
has resected about 800 stomachs, he is considerably 
more skillful in stomach surgery than the average 
surgeon and therefore has a much lower mortality 
than the average surgeon would have. 

' Finally, shall we drain these cases? That must 
be decided in each individual case. The stomach and 
duodenal contents are sterile and the peritonitis at 
first is a chemical one rather than infectious. Where 
there are gross stomach contents in the abdomen or 
there is a well advanced peritonitis, drainage is ad- 
visable. In all other cases, however, patients make 
a very satisfactory recovery without drainage. 

To sum up, the best treatment of acute perfora- 
tion of gastric or duodenal ulcer is prompt closure 
of the perforation, followed by gastro-enterostomy 
only when there is undoubted obstruction; and 
closure of the abdomen without drainage, unless 
there is advanced peritonitis or gross stomach con- 
tents are found in the peritoneal cavity. 

What is the prognosis of perforation? Without 
operation it is practically hopeless. With operation, 
if diagnosed early and operated upon promptly, it 
is very good. Unfortunately many cases are not 
diagnosed or surgical treatment is not instituted 
promptly, so that these cases come to the surgeon 
at varying intervals after perforation, sometimes 
even two or three days. The mortality increases in 


_ direct proportion to the time elapsed since perfora- 


tion. Therefore it is difficult to say just what the 
prognosis in any particular case of perforation is 
unless we know how soon it is to be operated upon. 
Cutler and Newton® collected 486 cases from the 
literature, in which the mortality was 22%. I have 
found the mortality 17% in a series of 414 cases. 
This percentage ought to be greatly reduced in the 
future, as these cases will be more universally recog- 
nized, for a favorable prognosis is determined more 
by early diagnosis and operation than by any other 
factor, even including the skill of the surgeon and 
the method of operation used. To accomplish this, 
the medical profession must be better equipped to 
make these diagnoses by greater emphasis on this 
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condition in the teaching of our medical schools, in 
the medical literature, and on the programs of our 
medical societies. There is no reason why the mor- 
tality in this condition should be much greater than 
in appendicitis. 

To recapitulate: In all cases of sudden and acute 
pain in the abdomen, the possibility of a perforation 
of a gastric or duodenal ulcer should be carefully 
considered. If a diagnosis of this condition is made, 
operation should be done with the least possible de- 
lay. In the beginning and with proper treatment, 
acute perforation has a small mortality. When op- 
eration is delayed or omitted, perforation is a most 
serious and tragic condition. 


RESUME oF AuTHOR’s SEVEN CASES. 


All these cases were preceded by a period of indi- 
gestion and all were in men. Their ages were 53, 
70, 60, 57, 23, 40, and 21 years, respectively. In one 
case operation was refused. The patient was a man 
seventy years of age and died twenty-two hours 
after perforation. The diagnosis was verified by 
autopsy, showing a large perforated ulcer of the 
duodenum partly adherent to the under surface of 
the liver. 

In the other six cases, the diagnosis was made in 
each case, though not without fear. and trembling. 
Nevertheless, we were sufficiently convinced to 
make a high right rectus incision in each case. Op- 
eration was done, respectively, 10, 4, 12, 6, 7 and 3 
hours after perforation. Two of the cases were 
drained and four were not. Five were duodenal 
and two were gastric ulcers. None of the ulcers 
was excised and gastro-enterostomy was not done 
in any case. The size of the perforations was from 
one-eighth to one-quarter of an inch in diameter. 
The average stay in the hospital was 19 days. There 
was no mortality among the operated cases. 

All six patients have been traced. The first one, 
operated upon in 1913, was entirely relieved of pain, 
and worked as a carpenter until 1919, when his 
abdomen became distended with fluid. He came in 
from the country to be tapped, after which he was 
quite well again and worked almost to the day of 
his death one year later. His death was said to have 
been due to myocarditis from which he had suffered 
for years. The fluid in his abdomen apparently had 
no relation to the former ulcer. The remaining five 
patients are all alive and well today. One, operated 
upon in 1917, is working as a carpenter every day. 
His only complaint is an occasional slight pressure 
in the epigastrium. 

The next patient, operated upon in 1918, is work- 
ing a large farm today and says he never felt better 
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in his life. The next patient was operated upon in 
June, 1921. As he lives in Schenectady, I have not 
seen him since January, 1922, seven months after 
his operation, at which time he had a slight recur- 
rence of his stomach symptoms. 

The sixth case is that of a moulder, He was op- 
erated on in 1921 and ever since has felt fine and 
is working every day. The last case, related above, 
was operated upon recently. 

In no series of cases do I feel so positive that 
surgery has saved lives that otherwise would surely 
have been lost as in these cases of acute perforation 


of gastric or duodenal ulcers. 
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INTRAPERITONEAL ADHESIONS. 
IrvinG S. Haynes, M.D., F.A.C.S., 


New York 


The consideration of adhesions within the abdo- 
men naturally divides itself into four subdivisions: 
their formation, prevention, recognition and treat- 
ment. 

Our consideration will be limited to pathologic 
adhesions, eliminating all those various modifica- 
tions of the usual peritoneal folds and attachment 
that are due to developmental variations. We are 
thus restricted to a discussion of those bands of new 
formation and direct agglutination of peritoneal sur- 
faces that, by their interference with the function 
of the abdominal organs, give rise to definite symp- 
toms. 

The causes of such adventitious bands and attach- 
ments are briefly these :— 

1.—Adhesions due to infections. 

2.—Adhesions resulting from traumatism. 

3.—Adhesions developing from blood clots. 

4.—Adhesions arising from pressure, as from the 
presence of tumors. 

1. Under the first heading are grouped the results 
of all infections arising within the hollow viscera 
as the gastro-intestinal tract, Fallopian tubes and 
gall-bladder. Whatever the primary disease may be 


the terminal result by which bands, membranes and 
direct agglutination of these viscera to each other 


or to their adjacent peritoneum-covered neighbors 
is produced, the causative factor is infectious germs 
or their toxins. These are chiefly the colon bacillus, 
the gonococcus, and in other instances the severer 
types of pus-producing organisms as the pneumo- 
coccus, staphylococcus, streptococcus, etc. The peri- 
toneal reaction produced by all these various germs, 
is so severe that the so-called permanent type of ad- 
hesion is produced. The effects of such adhesions 
are due not to the adhesions per se, but to the inter- 
ference they exert upon the function of the viscera 
involved in the process. Concrete examples are 
numerous and comprise the great multiplicity and 
extent of abnormal attachments found in the region 
of the appendix, the gall-bladder and, in women, the 
pelvic organs. Other situations for the development 
of adhesions are about the stomach and duodenum 
from ulcers occurring in these viscera, and the re- 
sults of a suppurative process in the liver, spleen, 
ovaries or uterus. 

II. That traumatism may be the cause of extensive 
peritoneal reaction is well known, but whether due 
to external violence, as to the intestine, or whether 
the result of operative procedures within the abdo- 
men, the permanency of the adhesion depends upon 
whether infection is present or whether raw surfaces 
are produced that are left to grow fast to a contigu- 
ous viscus. Except in the last condition, if no infec- 
tion be present the adhesions resulting from moder- 
ate trauma and aseptic operations will soon com- 
pletely disappear. The adhesion resulting from a raw 
surface and adjacent viscus will be permanent. 

III. Blood within the peritoneal cavity, if sterile, 
will leave no permanent attachments. However, blood 
clots within the substance of the viscera and near 
their peritoneal surface or just external to the pari- 
etal peritoneum usually result in the formation of a 
permanent attachment between the damaged area 
and any viscus adjacent to it. 

IV. Adhesions produced by pressure, as from tu- 
mors or a hernial mass, depend, in the former, upon 
their size, position, interference with blood supply 
and infection (as from necrosis or suppuration) and 
in the latter upon the amount and duration of such 
pressure. Continued displacements or malpositions 
of the abdominal viscera can result in the formation 
of new attachments. But such attachments, in pro- 
portion to the whole number of patients suffering 
from adhesions, and in proportion to the whole 
number of patients presenting displaced abdominal 
viscera constitute a very small percentage in either 
class. 

These various pathologic adhesions may be super- 
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imposed upon or added to the already existing bands 
or ligaments—as the addition of colonic veils to the 
normal costo-colic ligaments: new attachments of 
organs to each other or to the adjacent peritoneal 
wall, as the cementing together of the gall-bladder 
and the transverse colon or the fusion of coils of 
intestine to one another or of these viscera to the 
abdominal wall, and the multiform new attachments 
of the omentum to any part of the abdominal cavity 
or viscera. These adhesions are of all grades of 
thickness and of infinite variations in surface area. 

Naturally the greatest frequency as to location, 
number and extent of adhesions is, in both sexes, in 
connection with the intestinal tract. In order of fre- 
quency these adventitious formations are found in 
and about the appendix and cecum, the gall-bladder, 
the duodenum and stomach, and the normal angula- 
tions of the colon and sigmoid. 

In the female the next most frequent location for 
such adhesions is within the pelvis, the infection or 
irritation proceeding from the tubes and involving 
some or all of the pelvic viscera to a variable extent, 
the greatest number and variety being due to infec- 
tions resulting from childbirth, abortions (especially 
those induced by criminal intent) and the common 
source of infection, the gonococcus. 

Other organs at times harboring septic germs, as 
the gall-bladder, are foci for the extension of adhes- 
ive processes. Less common sources are inflamma- 
tions of the liver and spleen. Generalized infections 
of the peritoneum, as from tuberculosis, may result 
in widely distributed and generalized adhesions. 

SyMPTOMS depend upon the structures involved, 
the nature and extent of such involvement and caus- 
ation. 

The dense and extensive attachments often found 
between the liver and diaphragm and spleen and dia- 
phragm usually give rise to no symptoms per se 
and are the discovery of the dead house or dissecting 
room. 

Adhesions involving the pelvic viscera in women 
are held responsible for effects of such wide distri- 
bution and great variation in severity as to embrace 
almost all the symptoms referred to the pelvis or 
abdomen. On the other hand, it is a fact repeatedly 
demonstrated that a woman may have adhesions of 
the greatest extent and density in the pelvis without 
symptoms and come to operation because of some 
entirely new condition developed independent of the 
existence of such adhesions. However, while there 
May be no symptoms or the greatest number and 
variety, the usual symptoms connected with pelvic 
adhesions have to do with disturbed function, in the 


order of frequency, of the lower bowel, ovulation 
and the course, duration and degree of menstruation. 
One of the common sequellae of pelvic adhesions is 
the causation of ectopic pregnancy and sterility. 

The next system, affected in both male and 
female, is the gastro-intestinal canal. The symptoms 
arising from interference with this extensive tract 
are indicated by disturbances of the processes of di- 
gestion, absorption and elimination. Indigestion in 
all its multifarious phases, malassimilation and con- 
stipation of varying degrees, afford such a multipli- 
city of symptoms that great patience is required for 
their interpretation and wide experience assists in 
their proper classification. 

However, in spite of the great variety of gastric 
and intestinal symptoms there are a few which are 
present in practically all cases. One is constipation 
varying in degree and in its relief by medication. 
Another is connected with the disturbed function of 
the stomach. Gas, sour eructations, discomfort are 
commonly complained of and are more frequently 
reflex in origin rather than due to any distortion or 
crippling of the stomach itself. With masses of ad- 
hesions in the right flank, in addition to the above, 
there is a common complaint of a drag in the right 
side increasing to actual pain if the gut is pinched 
or angulated or hindered in its peristaltic movements 
and collections of gas beyond the normal amount are 
constantly present. Frequently in cecal adhesions 
the symptoms complained of are similar to those due 
to the appendicitis for which an appendicectomy had 
been performed. 

Regarding adhesions about the biliary tract, if as- 
sociated with gall stones there is no way by which 
their existence can be diagnosed with assurance. 
We expect them in all cases of long duration. How- 
ever, even after extirpation of the gall-bladder, ad- 
hesions may cause more or less continuation of sim- 
ilar complaints of pain, distress and indigestion. 
And in some cases the diagnosis of calculi in the 
common duct seems so certain that the true condition 
is shown at operation only when constricting adhes- 
ions instead of calculi are found causing a distortion 
of the duct and producing the symptoms. 

Attachments of the omentum low down in the 
pelvis or iliac fossae dragging on the colon and 
stomach usually cause well-defined and constant 
areas of pain and often tenderness with reflex gas- 
tric symptoms. 

The fluoroscopic examination and a series of 
x-ray pictures of the gastro-intestinal tract may con- 
firm one’s suspicions. The diagnosis becomes easier 
if some preceding abdominal section has been per- 
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formed; then we can confidently predict the cause 


of the symptoms from which our patient is suffering. 


TREATMENT. Here I would stress the measures 
that lead to the avoidance, as far as possible, of the 
undesirable end-results. This takes into considera- 
tion early surgical attack upon gall-bladder and ap- 
pendix infections, treatment of gastric and duodenal 
ulcers before their late pathologic developments ap- 
pear, correction of pelvic conditions in women be- 
fore health has been sacrificed and permanent dam- 
‘ age produced by a long period of watchful waiting. 

The steps of surgical technic are so well estab- 
lished that it is unnecessary for me to review the 
entire course of operative procedure, but I would 
like to emphasize a few points that seem to me fre- 
quently lost sight of. No matter what the abdomen 
is opened for, or in what place, this rule should be 
followed implicitly: use incisions long enough to 
give thorough exposure of the region and thereby 
avoid traumatizing the abdominal wall, especially the 
peritoneum, by severe attempts at retraction, and the 
viscera by prolonged handling, excessive traction 
and incomplete surgery. 

So far as possible, retain the viscera within the 
abdominal cavity. Apply no dry sponges within the 
abdomen. Always use sponges wrung out of hot 
saline solution. In packing off the viscera hold the 
sponge so that it will not drag on the wound; with 
one hand hold back the viscera while the sponge is 
introduced on the free side and then withdraw the 
hand, leaving the viscera to come in contact with the 
sponge. In removing sponges gently push the vis- 
cera away from the sponge, rather than drag the 
sponge away from the viscera. 

Cover all raw surfaces with peritoneum, obtained 
either from the laxity of the membrane in the vicin- 
ity, by inversion of raw parts, or by omental grafts. 

In utilizing omental grafts in the pelvis or lower 
abdomen sever the portion of the omentum to be 
used and fasten the graft in place with a few inter- 
rupted sutures. Such grafts will take and symptoms 
developing later from an abnormal attachment of the 
omentum will be avoided. For suture purposes use 


oO or 00 plan catgut and a small round needle. It: 


may be straight or curved as needed. 

The treatment of the omental adhesions calls for 
many variations in technic but the determining prin- 
ciple is that no raw edges shall be left. It is fre- 
quently found that the distal portion of the omentum 
is firmly adherent to various viscera, especially in 
the appendix, pelvic or gall-bladder regions or to 
former abdominal incisions. Instead of attempting 
a tedious dissection which will leave numerous raw 


areas difficult to cover and, unless covered by peri- 
toneum, to be promptly followed by new and even 
more extensive adhesions, I have found it very use- 
ful to sever the omentum at the level of the abdom- 
inal incision, roll up and suture the proximal portion 
and bring up the distal portion between the edges 
of the incised peritoneum and suture these structures 
together. 

All hemorrhage must be stopped. Oozing should 
be arrested by hot sponges. Frequently in a pelvis 
from which masses of adherent tubes, tumors, etc., 
have been removed there is a deep pocket, oozing 
from all sides, and one is tempted to insert a vaginal 
cigarette drain. Exposure to the air while com- 
pleting some other part of the operation often per- 
mits coagulation of blood to take place and the 
bleeding is arrested. If infection exists, active in 
all probability, vaginal drainage is required. 

Frequently such a pelvis, which is sure to form 
adhesions with the loops of small intestine or omen- 
tum if left in its damaged state, can be made inno- 
cent by suturing the margin of the sigmoid about 
the pelvic inlet so as to exclude the lower part of 
the cavity from the abdomen. Such attachment of 
the sigmoid must be made with great care so as not 
to create any kink or angulation that would result in 
interfering with the function of the bowel. 

As to the treatment of colonic veils, my practice 
has changed with experience. When the subject was 
first discussed and every abdominal surgeon had his 
eye focussed on these adhesions, following the lead 
and teaching of Lane, I, with the rest, spent con- 
siderable time in fussing with these conditions and 
I, too, wrote a paper on the subject. Since then my 
views have changed. I look at the hepatic flexure: 
if there is a band crossing this angle and distinctly 
constricting it as we frequently find, I divide this 
band and allow the angle to expand. If there are 
extensions of this band crossing the ascending colon 
and attached to the beginning of the transverse 
colon bringing the two intestinal segments together 
so as to form the so-called double-barreled condition 
and thereby obstructing the fecal current I sever 
such abnormal adhesions, tying them off in small 
masses, and cover any raw surface with the corner 
of the omentum. The other types of colonic veils, 
those adventitious reactions of peritoneum to infec- 
tion, I leave alone providing they are not crippling 
the organ because, the source of the infection having 
been removed, these will be absorbed in time. 

Small areas of attachments of intestines to peri- 
toneum or to each other may usually be divided 
transversely to the direction of the adhesion and su- 
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tured in the opposite direction. If the attachment 
is a broad one to the peritoneum or to a hernial sac 
a peritoneal surface can be provided for the gut by 
cutting around the adhesion leaving a sufficiently 
wide margin so that when the edges of the patch 
are sutured together the lumen of the intestine will 
not be constricted. The defect in the wall can be 
repaired by sliding or, if a hernial sac, no further 
work is necessary. 


I have demonstrated in my operations upon giant 
hernia that masses of intestines so firmly glued to- 
gether as to defy recognition or separation of the 
separate coils do not need to be resected provided 
there has been no evident obstruction, but may be 
inverted en masse with the hernial sac and left to na- 
ture. Of course, if one is operating for intestinal 
strangulation due to matted intestines, the state of the 
bowel will show whether this is the true cause and 


one must in that event proceed to resect. 


In withdrawing from the abdominal cavity do not 
drag the omentum down into the lower part of the 
abdomen because it may become attached in this 
position and repeat the very condition for which you 
are operating. It should be left at least above the 
midpoint between the umbilicus and symphysis. 


Furthermore, prevent the tendency of the trans- 
verse colon and stomach to prolapse by administer- 
ing, as soon as the patient is returned to bed, a quart 
of a 5% sodium-bicarbonate- and glucose solution 
by rectum. The foot of the bed should also be 
elevated at least 18 inches. The administration of 
fluid will distend the sigmoid and crowd up the 
smaller intestines and structures above it, will afford 
a large quantity of fluid to stimulate the action of 
the kidneys, will diminish ether sickness to a mimi- 
mum and will aid in diminishing intestinal gas and 
discomfort. If this is followed every 4 hours with 
the rectal administration of the glucose and sodium 
bicarbonate solution in varying amounts (from 4 to 
10 ounces for the first 24 to 36 hours) and the 
hypodermatic administration of % c.c. of pituitrin, 
every 4 to 6 hours, convalescence is much smoother 
and the return of the function of the intestines is 
much hastened. 


To return to the closing of the abdominal wound. 
The peritoneal suture should be of plain catgut not 
larger than No. 1. A double suture of o is even 
preferable. The needle should be round pointed and 
of small caliber. Especial care should be taken not 
to enlarge the needle holes by drawing the suture 
too quickly through or by making too great traction 
on the suture. Supporting the abdomen at the sides 


and taking advantage of the moment of expiration 
both help to bring the peritoneal wound together. 

Furthermore, should there be much tension or 
friability of the peritoneum, as in obese patients, 
instead of suturing in the usual manner of “over 
and over,” use a running mattress stitch half an 
inch from the edges of the peritoneum, and with 
this mattress suture include the under side of the 
abdominal wall. This secures surface instead of 
edge coaptation and affords a better approximation 
of the peritoneum with a minimum danger of leav- 
ing gaps through which the omentum may protrude. 

All hemorrhage should be arrested. If a ligature, 
suture or cautery will not suffice, a cigarette drain 
may be necessary or even packing may be required. 
Numerous adhesions will naturally follow in the 
last condition but they may be limited by using rub- 
ber dam to intervene between the packing and intes- 
tines. Its use also aids the removal of the packing. 
If drainage is necessary, use rubber dam or soft 
rubber tubes. Two or three small Carrel-Dakin 
tubes are better than a single large tube. Do not use 
gauze, either plain or in a cigarette drain. 

In women, the pelvis is best drained through the 
vagina. Just before closing the peritoneum it may 
be advisable to pour a pint or more of normal salt 
solution into the peritoneal cavity. This is especially 
valuable in cases of hemorrhage, of much handling 
of the intestines, after lengthy operations and sim- 
ilar conditions, as the warm fluid adds to the de- 
pleted store in the patient’s vessels, combats shock 
and assists in stimulating the kidneys. As to any 
special value in the prevention of adhesions, I am 
doubtful and I do not use it for this purpose. That 
it may have some action is possible but its real value 
lies in other directions. 

I am firmly convinced thut oil, membranes, and 
similar methods exert no beneficial function. The 
imperative need is to restore the normal peritoneal 
surface in some way or other and to do it with the 
least amount of traumatism. 

Not all patients will submit to a laparotomy even 
though the indications are positive that a mechanical 
condition exists that is causing the symptoms. Such 
individuals may be helped by a careful diet, abdom- 
inal massage, proper exercises, an abdominal belt 
and various medicinal measures. 


Never advise operation for removal of a semi- 
lunar cartilage which has been once displaced and 
successfully reduced; in a large number of cases 
the accident never recurs—R. C. Etmsiiz in The 
Lancet. 
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NON-PARASITIC CYSTS OF THE LIVER. 
REPORT OF TWO CASES. 
Urspan Maes, M.D., F.A.C.S., 
New ORLEANS. 

W. J. and C. H. Mayo contribute to Keen’s 
Surgery the article on tumors of the liver, and in it 
they cover the subject of simple cysts as follows: 
“Simple cysts are described in the literature. Usual- 
ly several cysts of small size lie in one lobe. True 
cystic disease of the liver has been reported. Simple 
cysts of large size containing several pints of clear 
fluid are rarely encountered. We have met two such 
cases, both in the right lobe. The cyst had a capa- 
city of one or two pints, and contained clear, watery 
fluid. In both instances it was with considerable 
difficulty that we were able to dissect out the walled 
cyst, largely by gauze sponging. The hemorrhage, 
which was quite profuse, and capillary in character, 
was checked by a combination of catgut suturing and 
gauze packing, pressure being produced on the pack- 
ing by the method of the introduction of the su- 
tures.” 

At a later date, however, in a letter to John F. X. 
Jones, W. J. Mayo and Stuart W. Harrington write 
that they have now seen 25 cases with single and 
IO cases with multiple cysts of the liver, the great 
majority of simple cysts being encountered during 
operations for other conditions, chiefly in diseases 
of the gall-bladder. The literature of non-parasitic 
cysts of the liver has been so recently covered in the 
very complete paper of John F. X. Jones (Annals 
of Surgery, 77, 1, p. 68) that it is entirely unneces- 
sary to go into it here. Jones has collected 61 cases 
from the literature, including his own; to these will 
be added one of mine, and possibly a second, in 
which the cyst was very small, but which may throw 
some further light on the histo-pathology. I had 
intended to report a third case in this paper, but 
after close scrutiny and careful examination by the 
pathologist it was finally classified as a hemorrhagic 
cyst of the omentum, with some attachment to the 
liver. 


Case I. Mrs. W. H. F., age 42, was referred by 
Dr. I. I. Lemann, and admitted to Toure Infirmary 
(History No. A-116) with a tentative diagnosis of 
Hanot’s disease. Her family history was negative 
except that her father had died following an opera- 
tion for cancer, the location not being ascertained. 
She had had the usual diseases of childhood, but 
no other acute infectious diseases. Her appendix 


had been removed ten years before, during an acute 
attack. Her menstrual history was normal. She 
had two living children; one child had died of chol-. 
era infantum at four months, and one of diabetes 
at fourteen years; all were full term, normal deliv- 
eries, and she had had no miscarriages. Her habits 


were good. Of late she had been having severe di- 
gestive disturbances and was sleeping poorly, both 
these conditions being attributed to her present ill- 
ness, which had begun six months previously. She 
then began to suffer severe pain in the right upper 
quadrant of the abdomen, supposed to be due to 
gall-stone colic. She was frequently nauseated and 
there were frequent eructations, but she rarely vom- 
ited. She was treated by the Lyon tube, and was 
markedly relieved. She had always had a large 
abdomen, but at this time the enlargement became 
distressing. A definite tumor could be palpated, and 
the possibility of hydrops of the gall-bladder was 
considered. The physical examination was negative 
except for a large, smooth swelling in the right up- 
per abdomen, extending to the umbilicus and to the 
middle of the left chondral arch. This swelling was 
regular in outline and had what was thought to be a 
free border, which led us to believe that this was an 
unusual case of Hanot’s disease. The patient 
thought she might have fever, but was not certain. 
The urine was normal except for a strongly positive 
aldehyde reaction. 


A right rectus incision was made for purpose of 
exploration under local and nitrous oxide anesthesia. 
A normal amount of free fluid was present in the 
peritoneal cavity. The liver was very much en- 
larged, and fluctuation could be made out through 
a thin layer of liver tissue. The gall-bladder was 
apparently normal. When an exploring syringe 
needle was introduced into the dome of the liver 
a clear, straw-colored fluid was withdrawn. The 
opening was then enlarged and some six quarts of 
similar fluid removed, after which a cyst wall sur- 
rounded by a thin layer of liver tissue could be 
made out. As complete extirpation was impossible 
a section of the wall was removed for diagnosis, 
the edges of the cyst opening sutured to the skin of 
the abdominal wall, and the cavity packed with iodo- 
form gauze. The remainder of the wound was 
closed in the usual way. The operation lasted forty- 
two minutes, and the patient left the table in excel- 
lent condition. 


She reacted well. When the wound was dressed 
and the gauze packing removed on the fourth day 
there was a gush of fluid similar to that removed at 
operation, except that the last drops expelled were 
bile-stained. Tubes were substituted for the gauze 
drainage, and the bile-stained fluid continued to dis- 
charge for several days. On the tenth day there 
was very little secretion and the patient was sent 
home. The discharge continued four or five days 
longer, after which it ceased entirely and the wound 
closed. I saw her six months after the operation, 
when she was in excellent condition and there had 
been no reaccumulation of fluid. 


The pathologist, Dr. Lanford, reported no hook- 
lets in the fluid. The cyst wall was made up of 
dense connective tissue and a few muscle fibers, and 
was lined with a dense layer of columnar epithelium. 
A number of small bile capillaries was noted, also 
some capillary bloodvessels and inflammatory cells. 
His conclusions were that the condition was a simple 
cyst, possibly retention. 
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I should add that the aldehyde reaction (Ehrlich), 
which had been positive for some time, continued so 
for six days, then was negative on repeated tests. 
This would lead us to surmise that-the liver func- 
tion had been interfered with by compression and 
was restored to normal after the relief of the pres- 
sure. 

Case II. J. E. W., age 34, was referred to me 
from the service of Dr. J. D. Weis and Dr. J. M. 
Bamber, and admitted to Toure Infirmary July 18, 
1923 (History No. A-4201). The details of the 
history are irrelevant. The patient gave a story of 
right upper abdominal pain and digestive disturb- 
arces definite enough to justify an operation for 
gall-bladder disease. At operation the gall-bladder 
was found large and distended, with glands along 
the common duct, and the mesenteric glands were 
also moderately enlarged. Cholecystectomy was 
done, and in the course of the operation a small cyst 
about the size of the end of the thumb was noted on 
the upper surface of the right lobe of the liver, near 
the fundus of the gall-bladder. It was removed for 
examination, and I quote from Dr. Lanford’s report: 
“This is a small, triangular piece of liver, about 
2 cm. in diameter, firm but slightly fluctuating in 
consistency, grayish red to dark red in color, and 
showing a few bands of adhesions on the serous sur- 
face. Section reveals a cavity containing a brown- 
ish green fluid. The walls are irregular and dirty 
yellow in color, ard extending into the surrounding 
liver substance are areas of firm, necrotic material. 
The liver surrounding the cyst shows a perilobular 
cirrhosis, with retention cyst of a hile radical.” 

While the cyst in this second patient was very 
small it is an interesting speculation how big such 
a growth might have become if it had not been in- 
terrupted in the course of an operation for some 
other condition. 

In Jones’ paper, to which I have already referred, 
one is struck with the fact that very few cases are 
reported from American sources. In the collection 
of 61, which includes his own, only 13 American 
cases are reported; the others are mainly from the 
English, French and German literature. The Eng- 
lish are particularly careful to differenticte between 
this type of cyst and the parasitic or hydatid type, 
which is extremely rare in native-born Americans. 

There are some points in connection with cystic 
disease of the liver that are worthy of special men- 
tion. The etiology is obscure except in the cases 
due to hydatids, which can be easily determined by 
the presence of scolices or hooklets, and the general 
conformation of the cyst with the numerous daugh- 
ter cysts. In the single case of this type which has 
come under my personal observation the fremitus or 
hydatid thrill was a remarkable sign. The patient 
had been a seaman, and had spent long periods of 
time in foreign countries. The numerous daughter 
cysts that could be forced out of the parent cavity 


filled a large basin and are still on exhibition in the 
pathological museum at Tulane University. 

As will be noted from the pathologist’s reports, 
the structure of the cyst wall in my cases was sim- 
ilar, and my own opinion is that the two cases 
simply show differences in degree of the same path- 
ological condition. The sequence of events, as I 
see it, seems to be an occlusion from some unknown 
cause, possibly inflammatory, of one of the intra- 
hepatic bile radicals, with a gradual dilatation, with- 
out sufficient pressure to cause atrophy of the col- 
umnar epithelium lining of the duct. That this 
takes place gradually would seem to be indicated by 
the slow but progressive enlargement in my first 
case, in which the columnar epithelium could still be 
made out. Also in both cases there was a certain 
amount of fibrosis surrounding the tumor. 

Much has been written and many attempts have 
been made to differentiate between the parasitic and 
non-parasitic cysts of the liver. This would seem 
to be a great desideratum, but on closer analysis the 
practical value of such a differentiation is question- 
able. Both conditions must be treated somewhat 
similarly, and there are but two courses open to us. 
From Jones’ article we deduce that some of these 
cysts may be removed in toto, and we draw the same 
conclusion from W. J. Mayo’s letter. The fact that 
a perilobular fibrosis exists makes the control of 
hemorrhage more feasible. In my first case excis- 
ion could not be considered, as the tumor was sur- 
rounded by liver tissue for more than two-thirds of 
its circumference, and only a small portion of the 
cyst wall was left free; marsupialization was there- 
fore the only possible course, but the patient’s con- 
tinued good health suggests that gradual obliteration 
of the cavity has taken place. 

In conclusion, I would stress the point that ex- 
ploration is a justifiable course in obscure abdomi- 
nal conditions. The use of the safer anesthetics, 
regional anesthesia, nitrous oxide and ethylene, have 
made this possible, ard certainly it is a far safer 
procedure than the use of the exploring syringe. In- 
deed, should the cyst be of the parasitic type, this 
method might lead to many serious consequences, 
and should no longer be permitted by the teachings 


of modern surgery. 


The practice of medicine is an art, not a trade; 
a calling, not a business; a calling in which your 
heart will be exercised equally with your head. 
Often the best part of your work will have nothing 
to do with potions and powders, but with the exer- 
cise of an influence of the strong upon the weak, 
of the wise upon the foolish. 
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CHRONIC APPENDICITIS.* 
JeRoME SELINGER, M.D., 


Assistant Professor of Surgery, N. Y. Post-Graduate 
Medical School and Hospital, 
New York 


Chronic appendicitis like syphilis can, and at times 
does, simulate disease of any organ in the abdomen. 
Master surgeons admit operating upon patients, from 
time to time, for gastric ulcer or cholecystitis when 
chronic appendicitis was the only lesion to be found. 
If these mistakes are admitted by our foremost sur- 
‘ geons, how many times must the error occur in the 
hands of those who are less proficient? 

Kraussold reports, after a very large number of 
autopsies, that one-third of all adult bodies reveal 
a diseased appendix. The same general percentage 
is reported by Deaver, Hawkins and others. When 
a “normal” appendix has been removed in the course 
of an operation for cholecystitis or gastric ulcer, it 
has been found by a number of observers that this 
“normal” appendix is diseased in about 60% of 
cases. Chronic appendicitis, therefore, occurs much 
more frequently than is generally supposed and is 
perhaps the cause of disease in various other abdom- 
inal organs. Deaver states that chronic appendi- 
citis is the most common of all abdominal diseases. 

It must also be borne in mind that a pathological 
report stating the appendix is “normal” or the seat 
of “mild chronic inflammation” does not prove 
that the patient was unnecessarily subjected to sur- 
gery. Pain and reflex gastric disturbances are very 
important symptoms in this disease and either or 
both of them may be due to an appendix that is 
unduly twisted by its mesentery or bound down by 
adventitious adhesions. 

Chronic appendicitis occurs at any age and in both 
sexes. Pain is its most prominent symptom. The 
pain, which is situated in the region of the appendix, 
varies in character and may be constant or occasion- 
al, intermittent or remittent, sharp or dull, or so 
vague as to be hardly noticeable. It bears no rela- 
tion to the intake of food and may be present at 
any hour of the day or night. One’s attention is 
generally attracted to it by its persistence, not by 
its severity. An individual, otherwise normal, will 
generally ignore for years a mild vague pain that 
occurs at varying intervals in the right lower quad- 
rant of the abdomen. After an indefinite period, 
however, when other symptoms are superimposed, 
the examining physician can generally recall this pain 
to the patient’s mind. 
~*From the Surgical Service of Dr. Charles Gordon Heyd. Read 


before the Surgical Conference at New York Post-Graduate Medical 
School and Hospital. 


*Case report, omitted for lack of space, will appear in author’s 
reprints. 


The next symptom of importance is tenderness. 
On deep palpation over the appendix a sense of sore- 
ness or tenderness is quite easily elicited. Light 
palpation will generally reveal a mild degree of rig- 
idity of the right rectus muscle. This, however, is 
by no means constant. Percussion will demonstrate 
a cecum and ascending colon distended with gas. 


Constipation is the rule in chronic appendicitis, 
especially in females. Such a patient will usually 
give a history of only two or three bowel movements 
weekly, induced in a majority of cases by some laxa- 
tive. (I recently operated upon a young girl who 
had a bowel movement only every Sunday morning. 
This was induced by a bottle of magnesium citrate 
taken the previous night.) Not uncommonly occas- 
ional attacks of diarrhea occur. 

Nausea, regardless of the type or quantity of food 
taken, is a very important diagnostic aid in these 
cases. This varies in degree from a mere suggestion 
to one in which vomiting could be induced with 
comparative ease. It is usually quite transient and 
quickly subsides. 

Vomiting, which is such an important symptom 
in the onset of acute appendicitis, is rarely encount- 
ered in the more frequent chronic form of the dis- 
ease. 

Indigestion, using the broad interpretation of the 
word, is a most prominent symptom. The indi- 
gestion occurs at any hour of the day, bears no rela- 
tion to the intake of food or to the kind of food 
ingested. It is generally evinced by a feeling of 
fullness or distress in the region of the umbilicus, 
followed by eructations of a considerable amount 
of gas. It may terminate almost immediately or 
may last for a considerable period of time. It may 
recur the following day or be absent indefinitely. 
It is generally so transitory that little if any atten- 
tion is paid to it. 

With the symptoms enumerated above, a diagno- 
sis of chronic appendicitis can be made without dif- 
ficulty. (But comparatively few cases present this 
text-book history. Many patients will have abso- 
lutely no local symptoms—but will present them- 
selves complaining of a sense of fullness around the 
umbilicus, eructation of gas and occasional nausea. 
Physical examination and «x-ray examination of the 
various systems are negative, except for a small six- 
hour residue in the stomach. 

Such cases, with the symptoms entirely referred, 
are classed as pyloric syndrome or pylorospasm, due 
to chronic appendicitis. (Reflex gastric disturb- 
ances.) The diagnosis is frequently most difficult. 
It is these cases that are so often operated upon 
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for a gastric or duodenal ulcer or cholecystitis. “The 
site of most gastric ulcers is in the right lower quad- 
rant.” (Moynihan.) 

Chronic appendicitis may be confused with a host 
of other intra-abdominal lesions. “The most im- 


portant point in the differential diagnosis is the his- 


tory.” (Heyd.) A clear, complete and concise 
history beginning as far back as the patient can 
remember and following through the months or years 
in systematic order will often enable one to make 
a correct diagnosis without laying the examining 
hand to the abdomen. (I do not mean to imply that 
the physical examination should ever be omitted.) 


The various chemical and mechanical agencies at our. 


command should be used as confirmatory measures 
only. 

Ulcer of the stomach or of the duodenum will, 
practically always, give symptoms of a definite type 
and kind. After the time interval has been estab- 
lished, the hour and the causative factor of the pain 
is always the same. For example: if on one occas- 
ion, pain and distress occurs three hours after the 
ingestion of roast beef, then a like pain will appear 
after the same interval each time that roast is a part 
of the meal. In duodenal ulcer, there is usually an 
absence of pain so long as there is food in the stom- 
ach. The patient with a gastric ulcer is generally 
emaciated because he vomits his food; the one with 
a duodenal ulcer is generally well nourished, for he 
is always eating to prevent pain. Whenever there 
is any question as to the possibility of organic in- 
volvement of the stomach or duodenum, one should 
not hesitate to consult the roentgenologist. The 
advances made in the recent past enable him to cor- 
rectly diagnose organic disease of the stomach or 
duodenum in about 85% of cases. 

_ Gall-bladder disease, either with or without stones, 

generally presents a picture that should not be con- 
fused with chronic appendicitis. However, a differ- 
ential diagnosis is sometimes not possible. The pa- 
tient with chronic cholecystitis is usually well nour- 
ished and has a particular liking for carbohydrates. 
When eaten to excess, as they frequently are, she 
has marked distress in the epigastrium and belches 
considerable gas. This is followed by nausea and 
if vomiting ensues, the patient is completely relieved. 
She remembers this fact and it is not very long be- 
fore she induces vomiting (by tickling the palate) 
in order to secure relief. This cycle of symptoms 
may run along indefinitely. Eventually gall stones 
are probably formed .and there may be introduced 
into the picture colic and jaundice, depending upon 
the movements and location of the calculus. 


The x-ray is a valuable aid in the diagnosis of 
gall-bladder disease. This is particularly true, in 
a large number of cases, when stones are present. 
Pure cholesterin stones will not cast a shadow. 
However, adhesions in the right upper quadrant, in- 
volving the gall-bladder or pylorus or both, are very 
readily diagnosed by the #-ray. Such adhesions are 
always a result of inflammatory reaction and not in- 
frequently a chronic appendicitis is the focal point 
of infection. 

Chronic disease of the female pelvis, if confined 
to the right side, is very difficult to differentiate. 
However, a history of previous infection, the loca- 
tion of the pain (which is usually just above Pou- 
part’s ligament), disordered menses and bimanual 
examination should enable one to clarify the condi- 
tion. 

A stone in the ureter, particularly if it is lodged 
just above the brim of the pelvis, may be quite easily 
confused with appendicitis. As a matter of fact, 
there are frequent case reports where appendicec- 
tomy failed to relieve the pain and further examina- 
tion revealed the true condition. The radiation of 
the pain in ureteral calculus, plus the +-ray and cys- 
toscopic examination will generally safeguard the 
diagnosis. Gibson’s monograph on this differential 
point is very complete. 

Numerous other conditions must be borne in mind 
when making a differential diagnosis. Among these 
may be mentioned diverticulitis, typhoid fever, ova- 
rian cyst, oophritis, pancreatitis, tuberculosis of the 
cecum, etc. Each of these conditions has its charac- 
teristic symptoms. 

Gastric hemorrhage may be due to a variety of 
causes, among them chronic appendicitis. Heyd 
reports five such cases where minute examination, 
including a gastrotomy, revealed no pathological - 
lesion, appendicectomy was followed by a cessation 
of the hemorrhage. 

A beginning inguinal hernia is not infrequently 
confused with or diagnosed as chronic appendicitis. 

Chronic appendicitis is then not a mental con- 
dition. It is truly a pathological process, a symp- 
tom-producing disease. It requires study, a differ- 
ential diagnosis and treatment. This treatment is 
surgical. It is not an emergency operation, but the 
organ should be removed at convenient time, soon 
after the diagnosis is made. The close lymphatic 
association between the appendix, the gall-bladder 
and the stomach should be a warning of the prob- 
ability of disease of the two latter organs, if a dis- 
eased appendix is allowed to remain. 
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THE PATHOGENESIS AND THE CURE OF 
HERNIA. 

For many years we have urged in the editorial 
columns of the JourNAL the abandonment of the 
old notion that the ordinary abdominal hernie— 
inguinal, femoral, umbilical, epigastric—can be pro- 
duced by a single strain, effort or injury; and, cor- 
respondingly, the adoption of the stand that such 
ordirary herniz ought not to be compensable as acci- 
dents. This more modern view concerning hernias 
has been approaching general acceptance among 
thoughtful members of the profession (see Trau- 
matic and Industrial Hernia, Report of Special Com- 
mittee, Annals of Surgery, 1922, 25, 467, discussed 
editorially in the JouRNAL, June, 1922), but it has 
not yet attained any considerable recognition in med- 
ical jurisprudence. In these various editorials we 
also expressed our belief in the validity of the con- 
genital or saccular theory of hernia which, although 
it did not originate with him, was first consistently 
advocated by Hamilton Russell of Australia; and we 
presented some of the arguments in favor of this 
hypothesis. This doctrine, too, is steadily increasing 
the number of its advocates. Recently G. Paul La- 
Roque, of Richmond, admirably marshalled argu- 
ments in its support in A Biological Consideration 
of Hernia (/nternational Clinics, 1923, 3, series 33; 


abstracted in the JournaL, December, 1923) ; and 
in the latest, and splendid, treatise on Hernia* the 
author, Leigh F. Watson of Chicago, definitely ac. 
cepts the saccular hypothesis. There are many, how- 
ever, who do not accept it and some who vigorously 
reject it. Although recognizing that the incidence 
of hernia is much higher during the first year of 
life than at any other period, they find it hard to 
admit as potentially present at birth all those her- 
nize that are discovered late in life. Yet spina bifid, 
occulta often, and cervical ribs usually, give no symp- 
toms until adult life; and last month we discussed 
in this column the latest reported observations on a 
now definitely recognized phenomenon, viz., the de- 
velopment of a peripheral ulnar nerve paralysis 
arising from, and thirty or more years after, a frac- 
ture of the elbow in childhood. As LaRoque put it 


Pre-natal and post-natal growth is governed by the 
same biological laws. No one denies that the teeth, 
cranial sutures and many other formations are congen- 
ital, though teeth are seldom and cranial sutures never 
present at birth. 

Sir Arthur Keith devotes his lecture on The Orig- 


in and Nature of Hernia (The British Journal of 
Surgery, January, 1924) to an effort to controvert 
the saccular hypothesis. Every argument he arrays 
against it can more easily, it seems to us, be inter- 
preted as favoring it, from the large incidence of 
hernia in the first year of life to the comparison 


with diverticula of the sigmoid. He says 


* * * the internal ring is more liable to be the site 
of hernia in the first year after birth than at any other 
period of life. We may be inclined to attribute this lia- 
libity to the tissues of the inguinal region having failed 
to undergo perfect healing after the severe operation 
they have experienced to permit the transit of the testis 
Man is not alone in this matter; most other mammals 
have to submit to the same operation, and inguinal hernia 
is rare in them at every stage of life. Nor can the 
frequency of hernia in infants be attributed to the patency 
of the process of peritoneum; this process remains opet 
in nearly all animals—man and the gorilla being excep 
tional in having it closed. * * * The fact remains that 
in many infants hernias do not form although the pro 
cess is patent 

Quite so; it remains as an empty sac, an unnoticed 


hernia, until some intraabdominal tissue enters it and 
converts it into an evident hernia. 

He elaborates an hypothesis for the origin of 
femoral hernia more fanciful if not more fantastic 
than the conception of a pre-natal sac. Some yeat 
ago R. W. Murray of Liverpool discussing Is the 
Sac of a Femoral Hernia of Congenital Origin o 
Acquired? (Annals of Surgery, 1910, 52, 668) rte 
corded that Nathan Raw, also of Liverpool, hal 
found in 200 consecutive autopsies that 47 bodi¢ 
~“@Hernia. Its Anatomy, Etiology, Symptoms, Diagnosis, Diffé 
ential Diagnosis, Prognosis, and Operative Treatment. By Lei# 
F. Watson, M.D., Associate in Surgery, Rush Medical Colleg 
Chicago, IIl. Royal octavo; 660 pages; 232 photographs end 0 


inal illustrations by W. C. Shepard, St. Louis: C. V. 08s 
Company, 1924. 
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revealed peritoneal diverticula in the femoral canal, 
and that in many instances these were bilateral. 
Murray brings various cogent arguments, among 
them the records of 104 evident femoral herniz in 
children, to support his conception that these femor- 
al sacs, found post-mortem, were congenital. Keith 
refers to Murray’s observation but objects to his 


deduction because these sacs 


og ear have never been seen before birth; they become 
more numerous in each decade of life after the second. 
Another reason given for believing them to be of develop- 
mental origin is that these sacs rarely contain bowel or 
omentum. * * * These * * were incipient hernial pockets; 
in the supine dead, their contents naturally fell out and 
they were found empty. If these people had lived and 
suffered the contents would in time have filled their 
sacs and have become irreducible. 


We find it hard to follow the argument that be- 
cuuse these sacs were empty in the dead body they 
were developmental, were due to a weakness in the 
abdominal wall, and in the living subject had con- 
tained bowel or omentum. If they had contained 
either they would have caused symptoms and been 


recognized, and certainly recognizable femoral her- ‘ 


nia does not occur in 47 individuals among 200! 
Far from it! 

The cure of an inguinal hernia in childhood by 
the simple ligation or ablation of the sac without 
any plastic operation upon, suture or even manipu- 
lation of the inguinal canal is one of the telling argu- 
ments in favor of the saccular theory and against 
the hypothesis of weak abdominal wall. Says Sir 


Arthur: 


Mr. Hamilton Russell, and those who believe with 
him that the presence of a developmental pocket of 
peritoneum is the sole circumstance which occasions a 
hernia, will put a very pertinent question to me. They 
will ask me: Why is it, then, that the removal of such 
a pocket from the groin of a child cures that child of 
hernia? My answer is that the operation has done much 
more than remove a peritoneal sac; it has rendered the 
sphincteric mechanism of the inguinal canal again com- 
petent. * * * The ligature which is put on, the disturb- 
ance which is created in the field of operation, give rise 
to an inflammatory and healing reaction which consoli- 
dates parts round the internal ring. 


We are quite sure that those who perform simple 
ligation of the reck of the sac in children will not 
be willing to agree with the lecturer in this assump- 
tion. 

To cure a hernia the importance of high ligation 
or suture of the sac, i.e., at the peritoneal reflection 
itself, will be admitted by every surgeon, whether 
or not he subscribes to the congenital theory; for a 
Peritoneal diverticulum left in situ is an invitation 
to a recurrence. To do away with any such pro- 
jection of peritoneum, without any supplementary 
procedure, will probably cure most inguinal hernias 
in children and many in adults, especially those with 
small-necked sacs. To seek to supplement this step 


with measures to support the peritoneum is not to 
be interpreted, however, as a confession of weak 
faith on the part of adherents to the saccular theory. 
Such support is necessary in*most cases where the 
sac is not quite narrow, for the fascia transversalis 
(transversus) has been stretched open to an extent 
equal to the circumference of the hernia at that 
level. Through the opening in this fascia (which: 
constitutes the true internal ring) the hernia has 
descended ; and through this opening the unsupported 
peritoneum may again be forced. It seems to us 
quite important, therefore, to close the opening in 
the transversalis fascia whenever possible and as 
completely as the passage through it of necessary 
structures will allow. 

The high closure of the peritoneum and the suture 
of the transversalis fascia are the sole features in 
the inguinal hernia operation of Pitzman (Annals 
of Surgery, 1921, 74, 610) and the essential fea- 
tures in that of Harrison (Archives of Surgery, 
1922, 4, 680). Their procedures, which differ 
slightly, are fundamentally sound in theory, but 
they can not be admitted to final judgment since 
results have not yet been published. Moreover, in 
large hernias the fascia transversalis is often so 
stretched and so attenuated that it is difficult to rec- 
ognize and to close it. Pitzman says his technic 
(‘sewing the transversus fascia and aponeurosis— 
and only these layers—down to Poupart’s ligament 
before the peritoneal cavity is closed’) is applicable 
to all inguinal hernias, direct or indirect, primary 
or recurrent, and is especially advocated for medium 
and large-necked hernias. It would seem to us that 
in the latter, however, one may not be able to recog- 
nize the stretched transversus fascia except insofar 
as it may be assumed to be adherent to the peri- 
toneum through which the sutures are passed. Un- 
til the sufficiency, in large hernias, of Pitzman’s and 
Harrison’s recently proposed methods is established, 
one may therefore feel justified in seeking to sup- 
port the peritoneum by a plastic rearrangement of 
muscle or aporeurosis in the canal. (Harrison him- 
self, following Halsted, uses the cremaster as an 
additional support. ) 

Since Halsted and Bassini introduced their oper- 
ations for the radical treatment of inguinal hernia 
over thirty years ago the essential part of the hernio- 
plasty (often miscalled “herniotomy”) has been 
the suture of the smooth arched border of the in- 
ternal oblique and transversalis muscles to Poupart’s 
ligament. The purpose in thus altering the architec- 
ture of the inguinal canal was to supply a support 
for the peritoneum and abdominal contents at a 
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place where normally there is no support other than 
the transversalis fascia. To the extent that this 
step has been useful perhaps it has been so in effect- 
ing a closure of the dhiatus in this fascia. At any 
rate, Pitzman and Harrison are not the only sur- 
geons who, in recent years, have questioned the 
rationale or the surgical reliability of suturing these 
smooth muscle edges to the inguinal ligament. In 
operations for recurrence one is apt to find that the 
muscle has separated from the ligament or that the 
_attachment is only by connective tissue more or less 
stretched. One would not be justified in assuming 
that this is the cause of recurrence; and, indeed, the 
doubt has been raised whether closer, sounder union 
of muscle edge and ligament occurs with’any regu- 
larity even in non-recurring cases. 

Seelig and Chouke, St. Louis, undertook to de- 
termine experimentally what may be expected to 
follow the suturing of normal (untraumatized, un- 
infected) muscle to ligament and fascia. Their ob- 


servations were reported in Archives of Surgery, | 


7, 553, November, 1923. Summarizing these they 
state “Normal muscle will not unite firmly with 
fascia or ligament. It is, therefore, a useless pro- 
cedure to suture the abdominal muscles to Poupart’s 
ligament in the hope of buttressing a weak or rup- 
tured abdominal wall.” If such suturing is done, 
they say, it should be with the method of Gallie and 
LeMesurier (Canadian Med. Assn. Journal, July, 
1921, 11, 504) who use strands of fascia lata as 
suture material which, according to Seelig and 
Chouke are likely to become well anchored to the 
intramuscular connective tissue. (However, Gallie 
and LeMesurier do not use the fascial sutures to 
approximate the muscles to Poupart’s ligament, but 
to bridge the space between them. They have re- 
ported 50 operations with no recurrence.) Frank 
Adair, New York, has just published (Journal of 
the A, M. A., February 23, 1924) a modification of 
the method of Gallie and LeMesurier. He cuts the 
fascial suture strips from the edge of the divided 
external oblique itself, and uses these to actually 
attach the conjoined tendon [internal oblique and 
transversalis] to Poupart’s ligament. 


Seelig and, Chouke say that for the cure of in- 
guinal hernia we may repair the transversalis fascia, 
as by the methods of Pitzman, Harrison or Slattery, 
or we may suture the outer (upper) flap of the exter- 
nal oblique aponeurosis to Poupart’s ligament. (Firm 
union follows approximation of these two aponeurot- 
ic structures.) This latter procedure is the essential 
feature of the imbricating operation of E. Wyllys 
Andrews, (Chicago Medical Recorder, July, 1895), 


known in Europe as the Girard operation. Andrews 
brings the cut edge of the upper flap of the external 
oblique aponeurosis and the muscles (internal ob- 
lique and transversalis) down to Poupart’s ligament, 
either under or over the spermatic cord, and then 
stitches the short lower flap of the aponeurosis over 
the upper one (imbrication). While this will effect 
a firm union of external oblique aponeurosis and 
Poupart’s ligament, just such union was previously 
present—a consideration we have nowhere seen men- 
tioned. To bring down the cut edge of the aponeu- 
rosis, instead of merely closing the incision made in 
it, therefore introduces no change in the architec- 
ture of the canal; it merely reunites this aponeurosis 
under somewhat more tension and it affords a means 
of narrowing or obliterating the old external ring. 
This approximation of the cut edge of the external 
oblique aponeurosis to Poupart’s ligament is used 
in many variations of inguinal hernioplasty that 
have been introduced or revived in recent years. 
Joseph R. Eastman, Indianapolis, has just described 
(Annals of Surgery, February, 1924) a method of 
anchoring sutures in the conjoined tendon and “the 
red muscle of the internal oblique and transversalis” 
to prevent their “bunching” through splitting fibers, 
and to insure approximation to Poupart’s ligament. 
This is not, however, what the title of the article 
says: “fascia to fascia.” 

It will be seen that our notions concerning uc 
pathogenesis of hernia and our conceptions of the 
fundamentals in its cure have been considerably 
agitated and are still much unsettled. In respect 
of the essential steps in inguinal hernioplasty, 
especially, a determination has by no means yet been 
reached. 


Progress in Surgery 


Selections from Recent Literature 


Report of Six Cases of Cutaneous Anthrax Treated by 
the Local and General Administration of Anti-An- 

’ thrax Serum. JosepH C. ReGAN and CATHERINE 

Recan, New York. The American Journal of the 
Medical Sciences, February, 1924. 

The curative value of anti-anthrax serum should be re- 
garded as established by the statistics now available. The 
needle is inserted into the incurated border of the pustule 
just outside the eschar, and is directed fairly deeply (from 
2.5 to 3.5 cm.) into the subcutaneous tissues at the base of 
the lesion. A total of from 6 to 12 c.c. of serum is inject- 
ed, the needle being inserted at two or three points, and the 
serum given so as to circumscribe the pustule. - 

The injections are made once, twice and occasionally in 
very severe cases three times in twenty-four hours. Com- 
monly in the usual case 4 to 6 injections suffice. 

The local injection is a supplementary measure to the 
general (intravenous, intramuscular, and subcutaneous) ad- 
ministration of serum. The essential aims in giving serum 
being (1) to bring about a subsidence of the local lesion; 
(2) to counteract whatever toxemia may exist; (3) to an- 
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ticipate and prevent the development of an anthrax septi- 
cemia, or to control it. 

The serum administered varies in amount from 40 c.c. in 
mild cases every twelve to twenty-four hours to 80 to 130 
cc. every six to eight hours in the more severe cases with 
yoluminous lesions. In septicemic cases the dosage is still 
larger, 200 to 300 c.c. every three to six hours intravenously. 
Symmers emphasized the advisability of massive dosage un- 
til the result of the blood culture is known. 

The local and general administration of anti-anthrax 
serum is the most logical, effective and specific method of 
treatment for cutaneous anthrax. It possesses less ob- 
jectionable features, and none of the dangers of the methods 
previously in common use. It may be relied on to cure 
every case of malignant pustule if the patient is not suffer- 
ing from some chronic debilitating disease and comes under 
observation before septicemia has already developed. Even 
in the latter instance, it is the one method that offers the 
slightest chance of success and therefore should always be 
tried. 

Two cases treated by this method have been previously 
reported; in the present paper 6 other cases are included, 
all of which recovered. The authors have records of 6 
more patients who were treated in a similar manner and in 
whom recovery ensued. This is a total of 14 recoveries 
with serum therapy. There were 2 failures, both patients 
coming under observation within less than forty-eight hours 
of death and with an anthrax septicemia already well de- 
veloped on their admission to the hospital. 


Chronic Aural Discharge. JAMes G. CaLiison, New York. 
The Laryngoscope, January, 1924. 

Chronic aural discharge is in most cases a curable condi- 
tion and the utmost patience and persistence are justified. 
Silver nitrate and trichloracetic acid are available for the 
destruction of the granulations; and phenol, tincture of 
iodine, mercurochrome-220 and acriflavine for the continued 
antisepsis of the ear. 

The radical mastoid operation is not justified until a 
prolonged effort has been made to cure the discharge, ex- 
cept in the presence of a cholesteatoma or an acute exacer- 
bation that immediately endangers the life of the patient. 

The hearing can be much improved in these patients after 
the discharge has been cured by appropriate medication. 


Physical Signs and Diagnosis of Tumors of the Medi- 
astinum. (Signes et diagnostic des tumeurs du médi- 
ostin.) E. Potrosse. Le Progrés Médical, December, 
5, 1923. 

A patient with mediastinal tumor may present a striking 
picture with breathlessness, frequent, noisy, wheezing res- 
Pirations, coughing and extreme cyanosis. The large 
cheeks and double chin, the enormous neck, produce an im- 
pression of a pear-shaped head. The edema, hard, non- 
pitting, and elastic, reaches even as low as the subclavicular 
region. A rich collateral venous circulation is prominent 
on the anterior thoracic wall and on the abdomen. 

To appreciate the etiology of the symptoms it is necessary 
to know the anatomy and diversions of the mediastinum 
which are here carefully described. The various tumors 
will give individual signs depending upon the relation to 

various structures in the chest cavity. Under the head 
of tumors are included only processes primary in the medi- 
astinum: neoplasms, tuberculosis, syphilitic, and simple in- 
flammatory adenopathy, acute and cold abscesses, medias- 
tinal pleurisy, subacute or tuberculous or syphilitic medias- 
tinitis, and aortic aneurism. 

The symptom triad of mediastinal tumor consists of the 
edema, cyanosis and the new-formed collateral circulation. 
There is produced also by irritation on the various organs, 
digestive, respiratory, circulatory, and nervous affections. 
Physical signs are hard to elicit because the mediastinum 
Presents such a narrow area for examination under the 
chest wail, anteriorly and posteriorly. Of all the patho- 
logical signs in the chest that of d’Espine is the most im- 
portant. X-ray examination is of course of great help. 
Laryngoscopic examination may show spasm or paralysis of 

vocal cords. 


The peculiarities of diagnosis on the various divisions 
of the mediastinum are described. Syphilis selects the upper, 
aneurism of the aorta the middle, and tuberculosis the lower 
portion. 

Medical treatment consists of preliminary antiluetic 
therapy to rule out syphilis which is advisable in all cases 
before preceding to other forms, which are physiotherapy 
by deep x-ray treatments and surgical intervention by radi- 
cal excision of circumscribed tumors and a palliative thora- 
cotomy, with decompression comparable to a cranial decom- 
pression. 

A Review of Another Year’s Work with Thyroid Dis- 
ease. Frank H. Laney, Boston. The Boston Medical 
and Surgical Journal, January 31, 1924. 

Thyroid extract is contraindicated in toxic cases and pro- 
longed iodine feeding may convert non-toxic into toxic 
goiter. 

Hyperthyroidism does not exist in the absence of in- 
creased basal metabolism rate and cures of hyperthyroidism 
are not accomplished without returns of basal metabolism 
rate to normal (provided there are no conditions other than 
a thyroidism elevating it). 

Basal metabolism readings are of great value in neuroses 
simulating thyroidism, in that the true basal metabolism 
rate in the neurosis is normal. Basal metabolism readings 
uncorrelated are not a reliable guide to the number or ex- 
tent of operations a patient will stand. 

Minus degrees of basal metabolism rate may exist in pa- 
tients free from clinical evidence of myxodema, yet made 
subjectively better by raising the rate to normal with thy- 
roid feeding. 

Multiple stage measures are life-saving procedures in 
severe hyperthyroidism. 

Thyro-cardiac cases first seen in decompensation may be 
restored to striking cardiac capacity if it is possible by 
thyroidectomy to remove the intoxication and to restore the 
heart rate to within normal limits. 

A dreaded, uncertain and uncontrollable factor today is 
mediastinitis. 

The moderate values of +#-ray treatment are more than 
outweighed by its disadvantages. 

Thyroid surgery done in a general surgical clinic equipped 
for the care and study of these cases will show few failures 
to cure and a mortality rate rarely over and in most cases 
under 1%. 


The Total and Basal Metabolism in Exophthalmic 
Goiter. Waiter M. Boorusy, Rochester, Minn. Min- 
nesota Medicine, February, 1924. 

The total metabolism in 24 hours is increased to a greater 
extent than the basal metabolism, and can be used as a 
diagnostic point. A gain in weight indicates that the patient 
is doing well, while continued loss of weight suggests that 
he would not successfully withstand an operation. 

Persons with exophthalmic goiter or adenomatous goiter 
with hyperthyroidism, if left to their own inclination, eat 
from 1% to 3 times as much food as normal persons under 
the same conditions of rest or work. The administration of 
30 to 60 drops of Lugol’s solution for three or four days, 
then 10 drops daily, has invariably controlled all the cases 
of gastro-intestinal crises in exophthalmic goiter in the 
Mayo Clinic since the treatment was instituted. Besides, 
Lugol’s solution ameliorates the entire clinical picture in a 
very large proportion of patients. Evidence of this is the 
regained appetite, and the coincident reversal from rapid 
loss to a slow but steady gain of weight. This improvement 
is accompanied by a reduction in the basal metabolic rate. 
For from three to six days after giving Lugol’s solution 
for the first time, there is no change in the basal metabolic 
rate; on about the eighth day there is a sharp drop in the 
basal metabolic rate, averaging from 20 to 30 points, some- 
times more, 

Kocher has warned against the indiscriminate use of iodin 
in the treatment of goiter. Iodin in any form is very likely 
to change adenomatous goiter without hyperthyroidism to 
adenomatous goiter with hyperthyroidism; likewise it may 
increase the intensity of a mildly hyperfunctioning adeno- 
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matous goiter. Therefore, before Lugol’s solution is used, 
a correct differential diagnosis must be made. 

The use of Lugol’s solution in cases of exophthalmic 
goiter before operation has decreased the intensity of the 
postoperative hyperthyroid reaction so much that prelim- 
inary ligations are needed less frequently, and at the same 
time there has been a marked lowering of the surgical mor- 
tality rate. 


Some Considerations of a Case of Perforation into the 
General Peritoneal Cavity of a Callous Ulcer of the 
Stomach of a Girl, Seven Years of Age. (Quelques 
reflexions & propos d’un cas de perforation dans le 
péritoine libre d’un ulcére calleux de l’estomac chez unc 
fillette de 7 ans.) L. Norrvern, Koping. Acta Chirur- 
gica Scandinavica, Dec. 22, 1923. 

This is an unusual case report of a child of seven who 
had suffered pain and vomiting immediately after meals for 
at least three years. Sudden symptoms of peritonitis brought 
her to operation 24 hours after onset. At the pylorus was a 
perforated callous ulcer of the stomach, with a general putrid 
peritonitis, and some intestinal paresis. Gastrorrhaphy, 
sponging, small drainage, through a high incision, and ap- 
pendicostomy through a small stab wound was the procedure 
conducted with the greatest possible speed. The appendi- 
costomy was done on account of the intestinal paresis and 
is highly recommended in such cases. Although extremely 
sick on admission, and though operated upon after 24 hours, 
the patient made a good recovery and is reported in excellent 
health 5 years later, apparently cured. Investigation of a 
large number of cases of ulcers at all ages shows that ulcer, 
especially with perforation, is an extremely rare condition 
under 15 years of age. The other few cases in the litera- 
ture are mentioned. An abstract discussion of the possible 
etiology of ulcer in the light of these cases is entered into. 


Intraperitoneal Injections in Children. OLiver W. Hu, 

. Knoxbille, Tenn. The Journal of the Tennessee State 

Medical Association, January, 1924. 

The intraperitoneal injection of fluid is superior to entero- 
clysis, hypodermatoclysis and even intravenous injections in 
children. It is very difficult to injure the gut unless it is 
greatly distended. Adhesions that bind the gut to the ab- 
dominal wall would, of course, permit the direct entrance 
of the needle into the lumen, but such a condition is rare 
in infancy. Bowel puncture is possible, by introducing the 
needle so deeply into the abdominal cavity that it would 
catch a portion of the gut against the posterior abdominal 
wall. 

After ascertaining that the bladder is empty and that there 
is no distension, the abdomen is painted with tincture of 
iodine and washed with alcohol. Physiologic sodium chlo- 
ride solution at a temperature of 100° to 103° is put in a 
graduated glass container. The bottom of this is connected 
by a rubber tube with a needle of 18 gauge, having a point 
beveled at 45°. The skin of the abdomen in the midline 
about one-third of the way from the umbilicus to the pubis 
is elevated between the thumb and forefinger of the left 
hand. The right hand plunges the needle with the solution 
flowing from it through the abdominal wall. The needle 
should point upward and should be inserted just through the 
abdominal wall, the thickness of which will vary. An ele- 
vation of the container of two or three feet will cause prop- 
er flow of the solution. When slight abdominal distension 
occurs, the needle is withdrawn and a dressing applied. 
The left border of the rectus may be used as the point of 
injection, if desired. 

Ten per cent glucose has been used and also 2/3 per 
cent sodium bicarbonate. 

The number of times which intraperitoneal injections may 
be given and the length of time over which they may be 
employed is determined only by the extent to which fluid 
may be required by the patient. 


Abdominoscopy. Orrto P. Sterner, Atlanta, Ga. Surgery, 
Gynecology and Obstetrics, February, 1924. 
The introduction of gas into the abdominal cavity has 
made endoscopy of the peritoneal cavity possible and has 
made vision very clear. 


The abdominoscope is introduced through a puncture made 
with a trocar, thus making it possible to view the peritoneal 
cavity. Abdominoscopy is similar to cystoscopy. The meth. 
od is not difficult, is not dangerous and does not require a 
special amount of skill. The examination can easily be 
done under local anesthesia. 


The Relative Frequency of the Various Positions of the 
Vermiform Appendix: As Ascertained by an Analy. 
sis of 3,000 Cases: With an Account of Its Develop. 
ment. Recinatp J. GLapstone and Ceci P. & 
WakeLey, London. The British Journal of Surgery, 
January, 1924. 

The authors found the appendix lying in the post-cecal 
and retrocolic positions in 69.2% of the 3000 cases. They 
regard this, therefore, as the typical and most common po- 
sition of the appendix, and the descending or “pelvic” type 
as the next in order of frequency. 


Adhesions About the Ascending Colon Simulating 

Chronic Appendicitis, CHARLES Davison, MarsHAU 

Davison and Don J. Royer, Chicago. Surgery, Gyne- 
cology and Obstetrics, February, 1924. 

The authors report 10 cases with x-ray and operative 
findings. 

They conclude: The condition seems to be a definite sur- 
gical entity. Its symptoms simulate those of chronic ap 
pendicitis, but often occur after appendicectomy. Chronic 
appendicitis is sometimes an accompanying condition, but is 
not the causative factor. Evidently it is an inflammatory 
lesion due to colonic stasis. An absolute diagnosis may be 
made by means of roentgenographic examinations, and not 
otherwise. The treatment is the surgical relief of a def- 
nite mechanical condition. 


Ectopic Pregnancy Developed in a Tubal Stump. (Gros- 
sesse ectopique devéloppés dans un Moignon de trompe 
mcomplétement Extirpée). M. Auvray. Gynécologie 
et Obstétrique, 1923, 18: No. 4, 34I. 

The patient now 26 years of age had had a leit salpingo- 
oophorectomy performed at the age of 18 years, for a 
cyst of the ovary. After two months of amenorrhea, con- 
tinued bleeding developed. A left sided pelvic mass was 
discovered. At operation a violaceous tumor, the size of 
a hen’s egg was found at the site of the left stump. 

Although the condition is most uncommon, this being the 
12th case reported, it seems wise to excise the cornual seg- 
ment of the tube in order to avoid the possible occurrence 
of this rare complication. 


The Repair of Birth Lacerations of the Cervix Uteri 
I. IMMEDIATE TRACHELORRHAPHY. Lupwic A. Eg, 
San Francisco. American Journal of Obstetrics and 
Gynecology, January, 1924. 

Immediate cervical repair at the end of the third stage 
of labor is feasible and advisable, if it is performed by 
an experienced obstetrician under ideal conditions and proper 
surroundings. It requires the development of a special tech- 
nic and experience in recognizing cervical lacerations at 
this period. It is not devoid of danger, but when carried 
out with proper regard to asepsis will not materially in- 
fluence morbidity. It may, or may not, slightly prolong the 
confinement of the patient depending entirely upon the type 
of preceding delivery. It gives excellent results in primi 
parous women, of whom 83% do not require any further 
local treatment. It is unsatisfactory in multiparous women, 
whose previously torn cervix prevents healing on account 
of insufficient blood supply. 


A Technique for Cystoscopy in the Presence of Pus and 
Blood. W. E. M. Waroitt, England. The Lancet, Jat- 
uary 26, 1924. 

Cystoscopy in the presence of pus or blood may be ex 
tremely difficult or even impossible, which may not b& 
remedied by repeated irrigation of the bladder. This meth 
od is suggested to overcome this difficulty. It depends for 
its action upon the immiscibility of oil and water. On at 
count of the physical properties of the oil it will always 
remain clear and free from admixture of blood, pus, # 
urine. 
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After the passage of a catheter the bladder is washed out 
in the usual manner. A sufficient amount of sterilized par- 
afin liquid (8 or 10 oz.) is injected. It is advantageous 
to use oil at body temperature and as large a catheter as 
feasible. The cystoscope is dipped into sterilized paraffin 
and then passed into the bladder. The oiling of the cysto- 
scope is an important detail, since the paraffin acts in the 
dual capacity of a lubricant and a protective layer to the 
lens. Urine passing through the ureter does not mix with 
the oil, and appears very much like bubbles of air. Urine 
and blood fall in drops, and in a leisurely fashion, to the 
most dependent part, where they collect. The red color 
of blood and the blue of indigo-carmine are readily recog- 
nizable, but it is conceivable that if present in sufficient 
quantity they might easily obscure the lowest part of the 
bladder wall; this should be overcome by alteration of the 
position of the patient. 


Some Clinical Observations on Cancer of the Prostate. 
J. Dettincer Barney and A. C. Grrpert, Boston. The 
Boston Medical and Surgical Journal, January 3, 1924. 

The authors emphasize these points: 

Patients with cancer of the prostate are generally seen 
at an earlier age than those with adenoma; their urine 
is generally cleaner; their blood chemistry may be better 
and they may be in excellent general condition. How- 
ever, among their hospital patients there were many 
whose urinary symptoms were so slight and whose gen- 
eral condition was so bad that operation was considered 
inadvisable. Six of these died in the hospital without 
operation. 

2. In many patients the r-ray may show skeletal me- 
tastases, even when urinary disturbances are slight and 
of but brief duration. Radiography should be part of 
every routine examination. 

3. Where metastases are found less extensive opera- 
tions are indicated. 

4. Surgery alone offers more chance of success than 
radium alone. The two combined are often advantage- 
ous, but radium may produce evil results in unskilled 
hands. Deep x-ray therapy, with or without surgery, 
may relieve pain and even inhibit the course of the dis- 
ease. 

5. The symptomatology of prostatic cancer is so varied 
and so indefinite that a rectal examination should be 
made as a routine in every man past middle life. 


Carcinoma of the Rectum. Exuts Fiscnet, St. Louis, Mo. 
The Journal of the A. M. A., January 5, 1924. 

In a survev of 44 cases of rectol cancer. Fischel has 
been impressed with two points which appear to be signifi- 
cant, (1) That the earliest most frequent symptoms—bleed- 
ing and diarrhea—are not regarded by either patient or phy- 
sician as indicative of the possibly serious nature of the dis- 
ease; (2) That carcinoma of the rectum frequently remains 
localized to the rectum and contiguous tissues for an unex- 
nectedlv lone period of time. In at least 33 per cent. of the 
cases in this series. correct treatment could have been ad- 
vised earlier had physicians made a digital rectal examina- 
tion. Jn 30 ner cent. of the cases, earlier correct treatment 
might have been given if the patients had realized that their 
apparently trivial symptoms might be due to cancer and had 
consulted a physician earlier. In 63 per cent. of the cases in 
this series the natients might have had earlier correct treat- 
ment. Operation for cancer of the rectum. even in advanced 
cases, should he considered not a method of last resort which 
leaves the patient in a state little. if any, better than death 
itself. but a honeful procedure with the possibility of in- 
definite nrolongation of useful life. Fishel advocates sur- 
gery followed by radium treatment . 


Gun-shot Wound Scars and Carcinoma. (Schussnarbe 
und Karzinom). Emit Just. Vienna. W ener Klinische 
Wochenschrift. January 17, 1924. 

Trauma is 2 causative factor in the production of tumor. 
More commonly sarcoma than carcinoma, the former hv a 
single tranma. the latter usually by an oft-repeated milder 
trauma. The scar formed hv a chronic inflammatory pro- 
cess is a noint of least resistance. Volkmann divides the 
cancers of the extremities into (1) those developing on the 


basis of old scars or ulcers, (2) those developing upon 
warts and nevi, and (3) those of unknown etiology. Skin 
carcinoma of the extremities is very rare, seldom occurs 
before the 40th year, may remain small for a long time and 
then suddenly grow large with involvement of the regional 
lymph nodes. The author presents a case in a man 39 years 
old, who had a squamous cell carcinoma of marked malig- 
nancy 4 years afterward on the basis of a scar caused by a 
shell fragment. 

The malignancy of this case as well as the only two other 
cases in the literature called for a most radical resection 
with removal of the regional lymph nodes. 


The Remote Results of Operations for Injuries of the 
Peripheral Nerves. Harry Pratt, Manchester, and 
W. Row ey Bristow, London. The British Journal of 
Surgery, January, 1924. 

This study was based on war injuries and is thus sum- 
marized : 

1. The results of end-to-end suture in the case of gun- 
shot lesions are for the most part imperfect both from a 
neurological and economic standpoint. In an average large 
series of consecutive operations, complete failures will be 
found in about 20 per cent. 

a. The musculospiral nerve heads the list of recoveries, 
and may he expected to show practically complete restora- 
tion of function in at least 50 per cent of the successful 
cases. 

b. The ulnar and median nerves give disappointing results 
on the whole. In the former complete recovery in the in- 
trinsic muscles of the hand is so rare as to be almost un- 
known; in the cases showing recovery neurotization of the 
hypothenar muscles alone is fairly constant. The economic 
results. however, in this nerve are often good, except in 
individuals whose occupation demands the finer co-ordinated 
movements of the fingers. In the median the sensory recov- 
ery is always inadequate, and this factor is the cause of 
the’ great depreciation in the function of the hand. In 
sutures of the median in the forearm, complete failure of 
recovery in the thenar muscles is frequently seen. 

c. The results of sciatic nerve sutures are poor, and a 
considerable number of such limbs come ultimately to am- 
putation. 

2. The outstanding causes of failure or imperfections— 
apart from delay, or gross errors in operative technic—are 
(a)changes in the nerve above the line of suture—either 
intestinal fibrosis or an ascending neuritis—due in either 
case to wound infection; (b) topographical confusion in 
regeneration. 

3. The operations of indirect nerve repair (with the pos- 
sible exception of nerve-grafting) have proved ineffective. 
and should be eliminated from the repertoire of peripheral 
nerve surgery. Investigations of the results of a small num- 
ber of nerve-grafting onerations in England suggest that 
these procedures are of limited value. 

4. In the nerve lesions associated with profound irritation 
(causalgia), resection and suture, or the intraneural injec- 
tion of 70 per cent alcohol. will rarely fail to bring about 
immediate and complete relief of the pain, but at the cost 
of the signs and symptoms associated with. complete divis- 
ion of that nerve. 

War injuries are comnlicated by sepsis: the prognosis for 
the nerve injuries of civil life must be vastly hetter, 

This paper was read at the 1023 meeting of the Interna- 
tional Surgical Assn. With a few exceptions, the conclus- 
ions formulated hv the American and Continental Surgeons 
differ very little from those of the British. 

The advantages of early operation were emphasized by 
all, and there was general agreement that resection and end- 
to-end suture was the operation of choice in every case of 
nerve injury where the nerve was divided or badly damaged. 

If direct end-to-end suture was not possible. the Amer- 
ican and British surgeons supported the two-stage operation. 
whilst the Continertal surgeons utilized one or other of the 
various methods of grafting to bridge the gap. They pre- 
ferred if possible the autogenous graft, but placed more 
reliance on the results of this method than is warranted by 
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the statistics quoted. 

Certain points in technic were raised during the discussion, 
e.g., the wrapping of fat or fascia round the suture line. 
On the whole the opinion was definitely against the reten- 
tion of this procedure. It was generally felt that if the 
nerve bed was not satisfactory, transposition into a new in- 
tramuscular bed was all that was needed. 

Leriche urged the more general adoption of his operation 
of peri-arterial sympathectomy. He insisted on its value in 
dealing with causalgia, trophic changes, and in fact in all 
cases with signs of nerve irritation. The operation has not 
been extensively practiced in Great Britain, and from the 
few results known, it has not been highly successful. 


Steinach’s Rejuvenation Operation. KennetH M. WALK- 

; Ex and J. A. Lumspen Cook, England. The Lancet, 
February 2, 1924. 

At the present time there is insufficient material on which 
to base a decision as to the value of vasoligature as a 
means of treatment in man. The results of the operation 
appear to have been capricious, although numerous cases 
are reported in which benefits accrued. As, however, the 
data on which the claims of improvement rest are inexact 
and inescapable of measurement, a large number of obser- 
vations will be necessary before it will be possible to bring 
in a final verdict as to the precise value of this form of 
treatment. However, whatever the verdict concerning this 
clinical problem may be the results obtained by Steinach in 
his animal experiment are certainly of the greatest biolog- 
ical interest. 


Reduction of the Uncrossed Two-joints Muscles of the 
Leg to One-joint Muscles in Spastic Conditions. N. 
SILFVERSPIOLD, Sweden. Acta Chirurgica Scandinavica, 
December 22, 1923. 

Spastic conditions manifest themselves, among other 
things, by augmented tendon and periosteum reflexes, by 
spastic contractures, increased resistence in quick passive 
nvotions, and by involuntary associated movements. The 
phenomenon of associated movements is a very common one, 
as in the case in which the big toe moves on attempting 
some motion with the hand, or when the face muscles and 
the body. muscles move when, for example, an attempt is 
made to thread a needle. This phenomenon has an important 
relation to spasticity of many-joints muscles. Muscles ex- 
tending over two or more joints produce in a passive man- 
ner,, when movement. is taking place in one joint, associated 
movements in the other joint or joints, so called transmission 
effect. This effect is produced even in a normal condition 
of the muscles, but more particularly when the muscles in 
question happen to be in a condition of increased contraction. 
In many cases of spastic paralysis where the spasticity is 
more marked than the paresis, the increased muscular con- 
traction, in the manner described above, produces involun- 
tary associated movements, which, especially in the lower 
extremities, impede walking. 

The therapeutic means hitherto employed (resections of 
nerves, lengthening of tendons, etc.), do not neutralize this 
pathological transmission effect. In several cases of spastic 
paresis the author has altered the uncrossed two-joints mus- 
cles, (rectus femoris, semi-tendinosus, semi-membranosis, 
biceps and gastrocnemius) into one-joint muscles by trans- 


planting their origin into an area just distal to the proximal . 


joint. Immobilization in plaster of Paris splint for about 3 
weeks, then a special movement-cure. This treatment neu- 
tralizes. the former transmission effect and makes walking 
easier and. better. 


Some Cases of Lymphogenic Metastatic Ostitis. W. 
Geyrot. Acta Chirurgica Scandinavica, December 22, 
1923. 

. The general view of acute, septic, metastatic ostitis is that 

it is hematogenous in origin, but the author presents 3 cases 

to show that, even if rarely, it may be lymphogenic. He 
summarizes his report as follows: The primary seat of in- 
fection in all three cases has been some superficial infected 
wounds in the soft parts of the hand. From these wounds 

a lymphangitis has then developed up the arm. Symptoms 

appear in direct connection with the lymphangitis, indicating 

that an ostitis has developed in the ‘sixth rib, the scapula, 
and the clavicle, respectively: The bone metastasis has, thus, 


in all cases been localized within the region of the lymphatic 
system in which the lymphangitis has been going on. Every- 
thing goes to prove that the infection has been transmitted 
to the bone via the lymph paths. Nothing of what is known 
about the mode of origin of the metastatic ostitis is at dia- 
metrical variance with the supposition that the infection 
also may be transmitted lymphogenically. The fact of the 
infection always making its first appearance as a periostitis 
in the flat bones argues possibly in favor of the supposition 
that the mode of origin of the infection is lymphogenic in 
the case of the flat bones. 


Uncomplicated Dislocations of the Shoulder: Their Ra- 
tional Treatment and Late Results. Kart ScHLaep- 
FER, New Haven, Conn. The American Journal of the 
Medical Sciences, February, 1924. 

Reduction by gentle manipulations by the Kocher method 
after a preliminary hypodermatic injection of morphia will 
usually prove satisfactory. Proper reduction will be at- 
tained in the majority of cases without general anesthesia, 
Active and passive motion must be started immediately after 
reduction. No bandage is indicated. The patient should 
use his arm in his daily work. In 157 cases treated in this 
way by de Marbaix no dislocation recurred. The time for 
complete cure with normal function therapy is greatly 
shortened (fourteen to eighteen days). 

In neglected cases reduction is possible even after weeks, 
Finckh’s experience was that a dislocation of more than 
nine weeks’ duration could be treated only by open reduc- 
tion in the absence of any other contraindication (age). In 
Schlaepfer’s cases, delay in reduction always resulted in a 
permanent impairment of function. 


Fracture of the Femur: A Clinical Study. R. Hamuirton 
RussEL_, Melbourne, Australia. The British Journal 
of Surgery, January, 1924. 

There is only one circumstance that can justify open op- 
eration, that is, mechanical impediment to the reposition of 
the fragments. The purpose of operation must be only to 
enable fragments to be brought into position; and operation 
is not justified when its purpose is merely to keep them 
there. 

For the author’s method, the special apparatus required 
is: 

1..An ordinary overhead head-to-foot bar that can be 
shifted laterally as required. This can be fitted to the 
ordinary four-posted frame; but a convenient way is to use 
merely two uprights at head and foot respectively, securely 
lashed to the bedstead. 

2. An arrangement to which may be attached a couple of 
pulleys beyond the foot of the bed. These pulleys should 
be in a horizontal line with the foot of the patient when 
the leg is lying horizontally on a pillow with the heel just 
clear of the bed. A convenient wooden or iron bracket can 
easily be made by the carpenter or the splint-maker. 

3. Four block-pulleys and suitable flexible cord. 

The leg having been prepared in the ordinary way is 
fitted with a spreader or stirrup close to the sole of the foot 
by a method similar to that used in ‘Buck’s extension’, but 
with two important differences: (a) The strapping is not 
carried above the knee: (b) The spreader is provided with 
a pulley. A light bandage over all from the roots of the 
toes to the knee, and the leg is ready. 

First, pulley A is tied to the overhead bar in-such a posi- 
tion that a vertical dropped from it shall meet the leg well 
below the knee. Pulleys B and D are to be attached sep- 
arately to the bar beyond the foot of the bed; pulley C is 
that attached to the spreader. 

The knee-sling is now passed beneath the knee, which all 
this time has been lying comfortably on a pillow. The sling 
should. be broad and.soft; a soft rough towel «suitably 
folded answers well. The ends of the sling are now secure- 
ly tied together with the cord, which is then passed through 
the pulleys in the following order: (a) Up to pulley A; 
(b) To pulley B beyond the bed; (c) To pulley C on the 
spreader; .(d) to pulley D (companion to -B). 

The ‘surgeon stands at the foot of’ the bed -and - slowly 
tightens up everything, and then the weight’ is attached. 
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He adjusts a soft pillow comfortably beneath the thigh to 
prevent sagging at the seat of fracture; the pillow must be 
really soft. The heel must not touch the bed, and he ar- 
ranges another soft pillow beneath the leg and tendo Achillis 
to prevent it from doing so. And now the patient will be 
absolutely comfortable, and rest of both mind and body 
(including thigh muscles) will come to him. Finally, care- 
ful measurements are taken from the lower extremity of 
the anterior superior iliac spine to the upper margin of the 
patella on either side. Quite possibly, especially if the 
manipulations have been leisurely and quiet, the length will 
already be nearly normal. 


{ 


The knee-sling prevents eversion. - Upward lifting of the 
bent knee is the natural way of inverting the limb, when 
we wish to correct eversion; instinctively we first bend the 
knee and then lift it upwards. 

The usual weight required for an adult is 8 lb.; for in- 
fants and older children %4 Ib. to 4 lb. These weights are 
doubled by the pulley arrangement nominally. A very mod- 
erate pull is adequate, provided that it is fairly constant and 
comfortable. At the end of the third week reduce the 
weight. 

Take measurements at least every morning and evening, 
and inspect and adjust the pillows beneath the thigh and the 
leg so that there may be no backward sagging at the seat 
of fracture and the heel shall not be in contact with the bed. 

Frequently at the end of the fourth week consolidation 
will be complete and the apparatus can be removed. (It is 
rare for complete consolidation to be delayed beyond the 
fifth or sixth week.) After the apparatus has been removed, 
keep the patient in bed for a week; during this time he 
moves about freely and may occasionally sit on the side of 
his bed and dangle his legs. If union should be imperfect, 
there will be a loosening and tenderness at the seat of 
fracture. At the expiration of the week of probation he 
is allowed up on crutches, and is encouraged to put a little 
weight on the limb; very soon the crutches are discarded 
for a couple of sticks. No plaster bandage or other sup- 
port is applied, nor is massage employed. ‘Application of a 
Plaster support to the limb when the patient is first allowed 


‘to walk is'a source of weakening, and is favorable to bend- 


ing. 
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Surgical Monographs. Under the Editorial Supervision of 
Dean Lewis, A.B., M.D., Professor of Surgery, Rush 
Medical College, Chicago; EucENE H. Poor, A.B., M.D., 
Attending Surgeon, New York Hospital; Artmur W. 
Extinc, A.B., M.D., Professor of Surgery, Albany 
Medical College. Five Octevo Volumes. New York 
and London: D. APPLETON AND COMPANY, 1923: 


Reconstructive Surgery of the Upper Extremity. By 
ArTHUR STEINDLER, M.D., F.A.C.S., Professor of Or- 
thopedic Surgery, Iowa State University Medical 
School. 310 pages; 50 plates. 


Surgery of the Spleen. By Eucene H. Poot, M.D., Clini- 
cal Professor of Surgery, Columbia University; and 
G. StitMaAn, M.D., Clinical Pathologist, New 
York Hospital; Assistant Professor of Clinical Path- 
ology, Cornell Medical School. 347 pages; 72 illustra- 
tions. 

Gastro-Enteroptosis. By Rosert C. Corrry,. M.D., 
F.A.C.S., Surgeon in Chief, Portland Surgical Hospital ; 
Clinician in Surgery, University of Oregon, Medical 
Department. 303 pages; 206 illustrations. 


Traumatic Shock. By Warter B. Cannon, A.M., M.D., 
George Higginson Professor of Physiology, Harvard 
University. 201 pages; 20 illustrations. 


The Transplantation of Tissues. By Harotp NEuU HOF, 
M.D., Instructor in Surgery, Columbia University; As- 
sociate Surgeon to Bellevue. Mount Sinai, arid Monte- 
fiore Hospitals; Attending Neurological Surgeon, Cen- 
tral and Neurological Hospital. 297 pages; 110 illus- 
trations. 

In 1922 D. Appleton & Co. published a group of 15 mono- 
graphs on special gvnecological and obstetrical subjects, 
which were verv well received by the profession in the 
United States, Canada, Great Britain and other English- 
speaking countries. During the past year the same publish- 
ers have issued the interesting surgical monographs above 
listed which, like the gynecological and obstetrical, are sold 
only in complete sets. These surgical monographs are all 
distinctive, but especiallv so, it seems to us, is that of Neu- 
hof on the Transplantation of Tissues. It embodies the re- 
sults of his .experimental work and. clinical observations 
covering several years.and is. besides, a digest of all the 
literature on the transplantation. of, various tissues. organs 
and members of the hodv, experimental, surgical and physio- 
logical.. Tt is. in fact. the first published book dealing with 
all the varieties of tissue grafts. The text was prepared 
with the collahoration of Dr. Samuel Hirshfeld. 

Steindler’s is an admirable monograph devoted to the 
renarative and reconstructive surgery of the defects and de- 
formities of the various narts of the upper extremity—con- 
genital. naralvtic. inflammatory, and traumatic. It is a field 
of work in which the author has had much experience and he 
here incornorates with the published reports of others the 
resilts in his own various series. It contains, in addition 
to the ahove tonics. a very good chapter on subacromial 
hursitis. We found this monograph as readable as it is -in- 
formative, 

Like these two works, the other three are complete, orig- 
inal and written. by men especially qualified to speak on the 
subjects treated. They embrace the entire range of litera- 
ture on the respective topics and may be accepted as authori- 
tative and up-to-date. In all these volumes the bibliographies 
appended to each chapter are very extensive. Each is, 
therefore, of great value for reference as well as for in- 
struction. 


Cleft Lip and Palate. By Truman W. Bropny, D.DS., 
M.D., LL.D., SC.D., F.A.C.S., O.1.. F.A.C.D., Presi- 
dent Federation Dentaire Internationale; President 
American Association of Oral and Plastic Surgeons; 
Oral Surgeon to Michael Reese and St. Toseph’s Hos- 
nitals, Chicago; for 41 years President and Professor of 
Oral Surgery, Chicago College of Dental Surgery: 
etc. Octavo; 340 pages; 466 illustrations and 5 colored 
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plates. Philadelphia: P. Biaxiston’s Son & Com- 
PANY, 1923. 

The name of no surgeon in this country—or, indeed, in 
any country—is more closely identified with the subject of 
cleft lip and palate than is Brophy’s. In a period of activity 
ia this special field covering about half a century, Brophy 
has developed original methods and technics of procedure, 
boldly departing from long-accepted notions, and has evolved 
principles which, bitterly opposed, he has seen adopted by 
many into surgical practice. It is hardly necessary to recall 
here the operative procedures that have originated with 
Brophy: the approximation of the bony maxillae in cleft 
palate; the avoidance of liberating incisions in the soft 
palate, which destroy muscle function, as he has shown; the 
use of wire sutures and lead plates, which he introduced over 
- 40 years ago; and a host of other, lesser, but highly impor- 
tant, details of technic, of management, of instrumentarium. 

In 1915 appeared Brophy’s monumental work on Oral Sur- 
gery, in which 230 of the more than one thousand pages are 
devoted to hare-lip and cleft palate. Several of the illustra- 
tions and much of the textual matter from these chapters are 
used in this new work, which, however, is in no wise a re- 
print or mere revision of what was published in the larger 
treatise. but is a fresh and up-to-date monograph contain- 
ing references to recent literature, and incorporating the 
newer observations and methods that Brophy has added to 
his vast experience. Several developments in his technic are 
thus to be noted, for example, to take tension off lip sutures 
he now uses exclusively the Logan lip traction bow. Various 
familiar methods are adequately presented. with criticism 
or defense. Time of operation. choice of procedure and 
after-care are all discussed. There are chapters on The 
Training of Speech after Cleft Palate Operations contribut- 
ed by G. Hudson-Makuen, on Infant Feeding by F. W. Bel- 
lnan and Charles Schott, and on the Prevalence of Cleft Lip 
and Palate in which are included consideration of heredity 
and eugenics. The monograph is richly illustrated and con- 
tains an extensive bibliogranhy. 

The Lane oneration for cleft nalate is altogether different 
than that of Brophy, employing large flaps of tissue to effect 
closure as opposed to anproximation of the maxillae. Those 
interested in studying from various viewpoints the standard 
onerations for cleft palate and hare-lip mav well read Bro- 
nhv’s monogranh. those also of Lane and Berry and Legg 
ond chanters in Blair’s treatise on Surgery and Diseases of 
the Mouth and Jaws. ; 


Ovain’s: Elements of Anatomv. Eleventh Edition. In four 
volumes. Vol. TV. Part IT. Mvology. By THomas 
Hastie Bryce. M.A., M.D., F.R.S., Professor of Anat- 
omv in the University of Glascow, Sections on the 
Actions of Muscles by THomas Watmstey, M.D., Pro- 
fessor of Anatomy, Queen’s University of Belfast. 
Octavo: 210 pages: 53 colored plates and other illustra- 
tions. London and New York: LoncMANns, GreEN & 
CoMPANY, 1023. 

Onain’s Anatomy needs neither introduction nor com- 
mendation. It has always shared. with Gray’s and Morris,’ 
popularitv as a treatise for students and as a reference 
work: and those who have edited its various editions have 
steadily improved it. 

This volume will be found especially valuable for study 


from the manner in which it presents the form and function - 


of muscles and muscle groups. Considerable space. though 
in small tvne. is given to the actions of muscles—admirably 
discussed hv Prof. Walmsley. There is also adequate con- 
sideration. also in small type. of variations and anomalies of 
muscles, and of nerve supplies. Most of the illustrations 
are colored and show clearly muscle relations and attach- 
ments, and their arrangements of fibers and aponeuroses. 
Many of these plates are quite new, drawn by A. K. Max- 
well from dissections for the purpose. 


Le Sympathique Cervico-Thoracique. Par le ProresszuR 
Tuomas Jonnesco. Quarto; 91 pages; 10 planches 
inédites en noir et en couleurs. Paris: Masson ET CIE, 
1923. 

The name of Jonnesco has been associated with the opera- 


' (Chapter 2); therapeutic indications (Chapter 3). 


tion of cervical sympathectomy since he employed it in 1896 
for the treatment of exophthalmic goiter and epilepsy. 

This monograph describes in detail the anatomy of the 
cervico-thoracic sympathetic (Chapter 1); the surgical 
technic of and the phenomena produced by its — 
t also 
contains the bibliography of the subject. Jonnesco has em- 
ployed the operation in exophthalmic goiter, angina pectoris, 
migraine, epilepsy, facial neuralgia, and glaucoma; and he 
reports cases thus operated upon. For some of these con- 
ditions the case reports are very few. 

Even for those who do not read French, this monograph 
will be of value for the beautiful colored plates showing 
the anatomy of the cervical sympathetic. 


Selected Essays on Orthopedic Surgery. From the Writ- 
ings of Newton Merman Suarrer, M.D., F.A.CS,, 
Emeritus Professor of Orthopedic Surgery, Cornell 
University Medical College; Consulting Orthopedic 
Surgeon, St. Luke’s Hospital, N. Y., and to the New 
York State Orthopedic Hospital for Children, West 
Haverstraw; Formerly, Surgeon-in-Chief, New York 
Orthopedic Dispensary and Hospital, etc. Octavo; 636 
pages; illustrated. New York & London: G. P. Put- 
NAM’sS SONS, 1923. 

The value of these essays is in their historical interest. 
The contributions of the author mark many important 
points in the progress of orthopedic surgery in which he 
began in 1863. It is pioneer work, largely advocating sane 
principles in the face of erroneous common practices, not- 
ably in the case of the treatment of cold abscesses by con- 
servative methods instead of by large incisions. The book 
is eloquent of extensive labor and accomplishment over a 
long period of time. 


An Introduction to Surgical Urology. By WuiLtttam 
Knox Irwin, M.D., Aberd., F.R.C.S., Edin.; Hon. Cas. 
Out-Patient Surgeon, St. Paul’s Hospital for Genito- 
Urinary Diseases, Endell Street, W. C.; Chief Clinical 
Assistant, Genito-Urinary Department, West London 
Hospital; etc. Duodecimo; 180 pages. New York: 
Woop & Company, 1924. 

The author describes some urological symptoms: fre- 
quency, incontinence, dysuria, retention, genitourinary pain, 
hematuria, and pyuria. The descriptions are written clearly 
and intelligibly, and so well as to be almost essays upon these 
various topics, rather than formal discourses. Therapeutic 
indications are also mentioned. One does not find a mere 
summary of facts, as in so many small volumes, but rather 
a short and sane review of the subject that will be of real 
value to the physician whose work is not usually in urology. 

It is an unpleasant surprise to find no mention of the 
phenolsulphonephthalein test. 


Genitourinary Diseases and Syphilis. By Henry H. 
Morton, M.D., F.A.C.S., Professor of Genito-urinary 
Diseases and Syphilis in the Long Island College Hos- 
pital, and Genito-urinary Surgeon to the Long Island 
College Hospital and Polhemus Memorial Clinic; etc., 
etc. Fifth Edition. Octavo; 712 pages; 328 illustrations 
and 38 full page colored plates. New York: Puysi- 
CIANS AND SuRGEONS Book CoMPANY, 1924. 

Morton’s book in this the fifth edition has shown a definite 
improvement because of his choice of specialists in path- 
ology, pediatrics, radiography, dermatology, medicine. and 
gynecology to assist or write of their various specialties in 
relation to genito-urinary diseases. This is particularly 
noticeable and fortunate in the part given over to roentgeno- 
graphy and pyelography, since urology is more denpendent 
upon this form of diagnostic aid than upon any other ex- 
cept cystoscopy. The ranid advances in and the accuracy 0 
roentgenography in urolozy should give it both quantitative 
and qualitative prominence. 

Although it may have been the custom in the text-books 
of the date of Morton’s first edition. a lengthy considera- 
tion of systemic syphilis such as is given in this edition, is 
out of place, for it is a distinct specialty. Syphilis described 
in a text-book of urology should be confined to that of the 
genito-urinary tract. 
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